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THE RELATION OF APPENDICITIS TO 
(SOME) PELVIC CONDITIONS* 


A. S. Risser, M. D. 
BLACKWELL 


Some eighteen years age the writer was 
called in consultation to see a young woman 
who had all the cardinal symtoms of a severe 
acute appendicitis. Immediate operation was 
advised—but refused—and the patient fell 
into the hands of a surgeon who believed in 
waiting for operation until the infection had 
become “localized.” Some weeks later, when 
the writer was permitted to witness the oper- 
ation, the appendix, uterus, tubes and ovaries 
were found involved in a mass of ad- 
hesions. In accordance with the judgement 
of the operating surgeon the young woman 
suffered the loss of her pelvie organs. It was 
my conviction then that an early operation 
might have saved this patient the loss of her 
genital organs, as well as the added danger of 
the more extensive operation which she was 
compelled to undergo. 


That conviction has been strengthened with 
the passing of the years and the surgical ex- 
perience gained therein. In common with 
many surgeons it has been my lot many times 
since to find at operation a concurrent involve- 
ment of both the appendix and the pelvic 
organs. Thus, ovaritis, cystic ovaries, peri- 
salpingitis resulting in distortion and fixation 
of the tubes and closure of the fimbriated ex- 
tremity, parametritis, multiple adhesions of 
the pelvic organs to each other or to appendix 
or bowel or bladder—often frequently occur 
in cases where gonorrhoeal infection could be 
excluded, and even where no history of acute 
infection could be obtained. These findings 
raise several questions in the mind of the sur- 
geon. 

First: Were the appendiceal and pelvic in- 
fections merely coincident but unrelated? 

Second: Was the pelvic inflammation pri- 
mary and the appendix involved secondarily 
by contiguity or lymphatic extension? 


Or Third: Was the appendicitis the pri- 


* Read before Section on Surgery and Gynecology, Annual Meet- 
ing Oklahoma State Medical Association, Oklahoma City, May 
18, 14, 15, 1924. 


-of appendicitis was made 


mary, causative factor and the pelvic infec- 
tion secondary? 

Briefly to answer the first two questions: 
The possibility of independent disease con- 
current in several organs cannot be denied. 
It does occur in other organs and the appendix 
is so frequently diseased that infection here 
inay easily oceur co-existent with disease of 
the pelvic appendages. 

If the pelvic infection is primary, however, 
the resulting inflammation of the appendix 
would be rather a _ peri-appendicitis—and 
would not provide the risk of gangrene and 
perforation and abscess formation which so 
often follow infection beginning in the mucosa 
by impairing the naturally deficient blood 
supply of the appendix. 

The evidence points convincingly to the 
probability that in the majority of such cases 
the infection was primary in the appendix. 


To cite a few cases in illustration: B. N., 
a high school athlete, after some special ath- 
letie exercises was seized with pain in the ab- 
domen. These exercises consisted in sitting 
on a chair with his feet under the bed and 
bending backward with his head to the floor— 
to“strengthen the belly muscles,” as he put it. 
For two days he ascribed his pain to soreness 
of the muscles, and went about his daily tasks, 
even trying to continue his “track work’- 
when he fainted because of the pain. After a 
careful examination at our clinic a diagnosis 
pus tubes could be 
excluded in this instance. Immediate oper- 
ation was urged—and was accepted, largely on 
the advice of a friend who had undergone a 
drainage operation because of a neglected ap- 
pendicitis. At operation the appendix was 
found below the pelvic brim, perforated and 
the pelvis full of free pus. The appendix 
was removed, the pelvis mopped out with 
ether, a drain inserted, and the boy is again 
a “star” football player, even though since 
his drainage operation he has had a secondary 
operation for the repair of the drainage hernia. 
But the question is pertinent: can such infec- 
tion pass off without leaving sequelz in the 
way of adhesions? 

CASE II—Mrs. O. V., clerk, was seized 
with abdominal pain so severe that she had 
to sit in a chair for an hour before closing 
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time. At midnight the pain had increased in 
severity so that on arising to call her landlady 
she fainted. The diagnosis of salpingitis was 
considered at first but the symtoms pointed 
rather above the pelvis and to the left side 
of the abdomen. The left rectus was slightly 
more rigid than the right, and a _ tentative 
diagnosis was made of an inflamed Meckel’s 
diverticulum. At operation the appendix 
was found in the left pelvis, gangrenous and 
lying in an abscess. 


While this patient made a rapid and clini- 
sally a perfect recovery, the question presents 
itself: Can such an extensive infection occur 
without leaving scars in the neighboring or- 
gans? 

CASE II]—Nina C. was in school on 
Wednesday complaining of abdominal pain. 
On Thursday, at operation the appendix was 
found in the pelvis, perforated, and surround- 
ed by pus. While pus in the pelvis seems to 
be more easily taken care of by the peritoneum 
than when higher in the abdomen, it requires 
no great stretch of the imagination to conceive 
that such infections—or even less severe ones 
in the pelvis—are prone to produce secondary 
pathology in the pelvic organs, a contention 
which the clinical experience of many sur- 
geons bears out almost daily. The writer is 
convinced that many cases of pelvie pathology 
originate during childhood from an undiag- 
nosed appendicitis. 

Only very recently the writer was called to 
see Clarisa W., a girl, of six years of age who 
had been “adjusted” for two days by an os- 
teopath for “summer complaint.” Operation 
disclosed a ruptured appendix buried in a 
mass of adhesions deep in the iliae fosa. 
Bobby B. aged two and a half, was sent to 
my clinie for an X-ray examination for some 
abdominal trouble of a week’s standing. After. 
a physical examination of the baby the parents 
were told to economize on the X-ray and ex- 
pend their funds for an operation for append- 
icitis. They finally consented and the ap- 
pendix was found perforated, in an abscess 
behind the cecum. The patients of both 
these children understood that they were “too 
young to have appendicitis.” There is evi- 
dence which tends to show that some physi- 
cians share this same opinion. The writer 
feels that a more careful study of the indiges- 
tions of children will frequently disclose the 
appendix as a causative factor and that its 
early removal will prevent many of the pelvic 
sequelze which are the subject of this paper. 

It is interesting to note how frequently 


menstrual disturbances ave accentuated by a 
diseased appendix even before it has caused a 
secondary visible pathology in the pelvis. 





Thus the wife of a colleague was cured of a 
marked dysmenorrhoea by the removal of an 
acutely inflamed appendix which gave no his- 
tory of a previous attack. It has seemed to 
the writer on several occasions that the physi- 
cal and nervous disturbances of a_ painful 
menstruation could simulate almost any other 
pelvic or abdominal condition. Nausea and 
vomiting are often almost intractable; consti- 
pation is occasionally so marked as to simulate 
an obstruction. I have seen as great leucocy- 
tosis and fever during menstruation as in 
some cases of acute appendicitis proved by 
operation. Urinary disturbances are frequent, 
as is pain referred to some special point in 
abdomen or pelvis. This is particularly like- 
ly to be case if some pelvic anomaly is also 
present. A careful history is often more il- 
luminating from a diagnostic standpoint than 
physical examination or even laboratory tests. 

Uterine Misplacement—together with the 
circulatory and functional disturbances which 
often accompany the condition, can be mis- 
taken for appendicitis. For example: Mrs. 
J. M., age thirty-one, with a history of one 
uneventful labor two and a half years prev- 
iously, sought relief from constant pain of 
some five months duration. The pain cen- 
tered somewhat to the left of the umbilicus 
and was so severe as practically to incapaci- 
tate her. There were no marked digestive 
symptoms and no rigidity, but tenderness to 
pressure was present. The history suggested 
that the pain came on soon after a severe 
fall—and since no anomaly other than a ret- 
roverted uterus was found at operation, a 
simple Gilliam’s operation was done. On re- 
covering consciousness the patient affirmed 
that her old pain was gone—and it has re- 
mained absent for some nine years, to her 
great satisfaction. 

In the case of Mrs. 8., aged twenty-six, 
whose one labor had terminated in a breech 
delivery and later a phlegmasia, the patient 
was an invalid for about one year with vague 
pelvic and abdominal pain and slight fever, 
so that a tentative diagnosis of tuberculosis 
had been made—by the rather risky process 
of exclusion, however. After most exhaus- 
tive examinations nothing but a retroverted 
uterus was found, and a suspension operation 
has restored her to health and usefulness. 





The relation between appendicitis and 
pregnancy is important. The congestion of 
the pelvic organs incident to pregnancy, the 
alteration of natural relations and the pressure 
and interference with functions all predispose 
to the lighting up of a latent infection in the 
appendix. The fact that the peritoneum is 
more succulent and that the enlarged uterus 
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interferes with the migration of the omentum 
tend to permit unrestricted spread of the in- 
fection in case of rupture or abscess. For 
these reasons it would seem imperative to re- 
move a diseased appendix as early in preg- 
nancy as possible. However, operation can 
usually be done even in the later months of 
pregnancy with little danger of abortion re- 
sulting. 

A recent experience of the writer is in point. 
The symtoms of a young woman referred to 
him for examination pointed to a ruptured ap- 
pendix—but the patient was at least six 
months pregnant—and unmarried. Because 
of the wrter’s conviction that appendicitis dur- 
ing pregnancy presents an urgent indication 
for appendectomy, an operation was _per- 
formed. The appendix was retroczal, rup- 
tured, buried in both old and new adhesions— 
there was history of previous attacks. The 
uterus, right tube and ovary were crowded up 
in front so that more that the usual amount 
of manipulation was required to gain access 
to the appendix and to wall off the peritoneum. 
Yet in spite of the trauma and the necessary 
drainage, pregnancy was uninterupted—and 
some foundling home has now an added baby 
to place for adoption. 

The relation of appendicitis to tubal preg- 
nancy may be two-fold. First: infection 
from the appendix can easily—and the writer 
believes, often does—spread to the tubes and 
by causing adhesions and closure of their 
fimbriated extremities and distortion may re- 
sult in tubal pregnancy and tubal rupture. 

Second: In the differential diagnosis of the 
conditions it must be remembered that the 
severity of the symtoms of ruptured tubal 
pregnancy varies within wide limits, due to 
the varying degrees of hemorrhage and shock. 
As a rule the initial pain on rupture of a preg- 
nant tube is greater than in appendicitis. The 
location of the pain and tenderness are apt to 
be low down, deep over Poupart’s ligament. 
Muscular rigidity is less marked. Vomiting 
is rare in tubal rupture, common in appendi- 
citis. Early fever and leucocytosis are charac- 
teristic of appendiceal infection while a sub- 
normal temperature is common in tubal rup- 
ture. In addition, the signs of hemorrhage 
and shock may be present, such as anemia, 
rapid pulse of low tension, faintness or coll- 
apse. Bladder irritability and rectal tender- 
ness are frequently present. 

A careful physical examination is essential. 
Vaginal touch may show an enlarged tube or 
a pelvic hematoma. Inquiry should of course 
be made as to the menstrual history. Usually 
there has been a partial or complete absence 
of one or more menstrual periods—but it must 


not be forgotten that even fatal hemorrhage 
has occured within two weeks of a normal 
period. The menstrual history, however, may 
help or hinder the correct diagnosis, in accord- 
ance with the social status and the moral atti- 
tude of the patient as well as on the character 
of the audience present during the examina- 
tion. 

In illustration of this fact the case might be 
cited of Mrs. C., plump “grass widow” of 
thirty six years. She was visiting a sister 
twenty miles out in the country when she 
collapsed with pain in the abdomen. I found 
her with a small, rapid pulse, pale, extremely 
tender over the whole abdomen. Her family 
physician reported a history of repeated at- 
tacks of right sided abdominal pain. She had 
vomited several times. She gave a perfectly 
normal menstrual history—even after the 
necessity of truthfulness was explained to her. 
The pelvic examination was negative. The 
patient’s condition seemed urgent and im- 
mediate operation under local anesthesia was 
accepted. This was done at mid-night, in the 
dining room, with the ironing board for an 
operating table and a gasoline lamp for an 
operating light. A low median incision dis- 


closed the pelvis filled with both liquid and 
clotted blood which was scooped out literally 
by handfuls. The left tube, no larger than the 


little finger, had a large rent from which the 
blood was still oozing. The tube was ligated 
at the uterine end but at the pelvic brim some 
adhesions were encountered and a few whiffs 
of chloroform were given to permit retraction 
of the wound and ligation and section of the 
outer end of the ligament. The pelvis was 
mopped out and the abdomen closed. The 
patient made an uneventful recovery. Later 
it developed that her former husband had paid 
her a flying visit a few weeks previously. 

In the diagnosis of some pelvic disease it 
would provide a good rule of procedure thus 
to paraphrase the sign commonly seen at rail- 
way crossings: “stop, look, listen—and feel.” 
Such a method is necessary in differentiating 
between infection of the tubes and appendi- 
citis. A careful history as to the onset and 
sequence of events is the first essential. In 
acute inflammation of the appendix the pri- 
mary pain is colicky and is referred to the 
epigastric or midabdominal region later be- 
coming localized. 

In salpingitis the pain is pelvic. Nausea 
and vomiting are more usual in appendicitis 
than in tubal inflammation, while the initial 
fever and the leucocyte count are apt to be 
higher in salpingitis. The location of point 
tenderness and rigidity are characteristic in 
appendicitis. In tubal disease the tender- 
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ness and rigidity are lower, over the recti 
muscles on both sides usually, even though 
only one tube may be involved. It must 
be remembered, however, that the appendix 
is not in frequently located deep in the pelvis 
and even to the left of the mid line. 

A history of menstrual and bladder dis- 
turbances argue for salpingitis—though these 
symptoms may also oecur in diseased ap- 
pendices located close to the ureter or bladder. 
Incidentally it may be added that the per- 
sonal history is as important as it is often 
difficult to obtain, characteristically in pelvic 
cases. But, tact and freedom from the 
presence of listening, eavesdropping relatives 
and friends may elicit much information as 
to the personal habits and socia! standards 
of the patient which may prove enlightening 
in the diagnosis. 

No examination, however, is complete 
without a careful vaginal, or rectal, exam- 
ination. This will reveal pain and tender- 
ness in the presence of tubal disease. But 
the question will frequently arise as _ to 
whether the salpingitis is secondary to ap- 
pendiceal infection. The presence of pus in 
cervix or vagina, in the ducts of Skene’s or 
Bartholin’s glands is suggestive. The mi- 
croscopic test is neccesary. It must not be 
forgotten, however, that gonorrhoeal salping- 
itis and appendicitis may be coincident. One 
sign in the differential diagnosis which de- 
serves greater acquaintance is the lumbar 
tenderness on the right side which is so fre- 
quently present in appendicitis. 

The association of cystic ovaries and chronic 
or recurrent appendicitis is so frequent as to 
deserve consideration. Reasoning from an- 
alogy in other organs it would seem that 
sclerosis of the ovaries could result from re- 
current infections or from even a mild infec- 
tion long continued. This reasoning is borne 
out by the clinical experience of many sur- 
geons who have found a relative frequency 
of sclerotic, cystic ovaries on the right side. 

This association of ovaritis with chronic 
infection of the appendix is worthy of empha- 
sis because it is particularly in young women 
when both the reproductive and the lymphatic 
tissues are most active, and the symptoms 
of pathology most frequent—so that our diag- 
nosic skill is tested to the utmost. It is ex- 
tremely difficult in many cases to measure 
the relative importance of these two factors 
of ovary and appendix in the production of 
symptoms. 

In this connection a word as to the so-called 
“chronic appendix” may not be amiss. Doubt- 
less the appendix has been wrongfully charged 
with symptoms which had their origin else- 





where, but in the judgment of the writer, the 
appendix is as frequently overlooked as the 
primary cause of pelvic pathologie conditions. 
The famous dictum that “chronic appendi- 
citis is appendicitis for revenue only,” is epi- 
grammatic, yes, but it is misleading if not 
scientifically untrue. Whether the pathology 
be due to acute attacks so*mild as to escape 
diagnosis—to be unrecorded in the memory 
of the patient—or of what may be termed a 
latent, continuous process, chronic appendi- 
citis is a definite pathological entity which we 
will do well not to ignore. Practically every 
organ in the body is subject to varying de- 
grees of inflammatory reaction from the 
mildest to the most severe—kidney, liver, 
gall bladder, tonsils,—why not the appendix? 
The anatomic and physiologic laws govern- 
ing the appendix are the same laws as control 
the other organs. Pathological principles and 
processes are the same—and clinical experi- 
ence at the operating table and in the labora- 
tory prove the existence of low grade, chronic 
processes in the appendix which are capable of 
influencing the body economy most profound- 
ly. It is our task as surgeons to decide the 
relative responsibility of the ovary as of other 
pelvic organs in the differential diagnosis 
from appendicitis. 


Great difficulty may be occasionally exper- 
ienced in diagnosing an acute appendicitis 
from an ovarian cyst with twisted pedicle. 
Thus I have seen as great rigidity and dis- 
tension of the abdomen, as severe pain and 
tenderness to pressure in cases of ovarian cyst 
with torsion of the pedicle as is common in 
acute appendicitis, the same symptoms of in- 
testinal paralysis and peritonitis with thready, 
rapid pulse, as high leucocyte count and fever. 
Add to this the fact that early effusion of 
peritoneal fluid often obscures the presence 
of a tumor and that the pain and rigidity 
prevent a satisfactory examination, and we 
have a real problem which may test out 
every diagnostic resource. 


To cite a case in point: Mrs. C. D., at 
twenty-seven, II para, and six months ad- 
vanced in pregnancy, after a day of abdominal 
discomfort was seized with agonizing pain in 
the right side, cramplike, together with nausea 
and vomiting. On arrival at our clinie she 
was so thoroughly narcotized that it was im- 
possible to obtain a first hand history. In 
spite of the narcotic the abdominal rigidity 
was so extreme as to prevent a satisfactory 
examination. The symptoms resembled ap- 
pendicitis coupled with those of shock, so 
that at first rupture of the uterus was con- 
sidered, but on closer examination there seem- 
ed to be a grove in the uterus, or between the 
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uterus and a tumor transverse and high in 
the abdomen, so that ovarian tumor was the 
tentative diagnosis. 

At operation the appendix was found large, 
succulent, acutely congested so that in ordin- 
ary cases it would have seemed sufficient to 
explain the symptoms. On further explor- 
ation, however, we found the right broad 
ligament crowded into the posterior pelvis and 
lateral region of the abdomen, greatly elong- 
ated and twisted about itself one and one 
half times, contrari-clockwise. Attached to 
it was a large almost gangrenous ovarian 
cyst crowded above and behind the uterus. 
This was removed, the abdomen closed and 
the patient made a rapid recovery. 

In going over the history with the patient 
during her convalescence, she recounted how 
the day before her acute attack, her abdomen 
had seemed to “change its shape.” Know- 
ledge of this fact might have simplified the 
diagnosis. 

Other cases might be cited in illustration of 
the intimate relation which often exists be- 
tween the appendix and the pelvic organs, 
did time permit. The purpose of this paper 
is to emphasize appendicitis as a possible 
factor in the causation of pelvic pathology 
as well as the need of early diagnosis. 





A BRIEF REVIEW OF ONE HUNDRED 
CONSECUTIVE OPERATIONS UP- 
ON THE GALL BLADDER* 


McLain Rogers, M.D., F.A.C.S. 
CLINTON 

Believing it beneficial to review a consider- 
able series of cases and weigh our end results 
before declaring dividends upon our service 
to the sick prompted me to present this pa- 
per. Often when we take figures from pro- 
perly kept records we are not so flattered as 
when we casually reflect. 

This series of 100 cases include our most re- 
cent cases and gives us a mortality of 16%, 
which is much higher than we thought before 
taking up this review. Four deaths here re- 
ported were not operated by the essayist but 
are properly included as they were operated in 
our clinic. 

The average age in this group of cases was 
42 years. The youngest 14 and the oldest 85 
years. Below 20 years there were 2 cases, be- 
tween 20 and 30 years there were 25, between 
30 and 40 years there were 22, between 40 and 
50 years there were 19 cases, between 50 and 
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60 years, 11 cases, between 60 and 70 years 
16 cases, between 70 and 80 years, 3 cases, 
over 80 years 1 case. 

We believe it is the consensus of opinion 
among surgeons of to-day that impressions, 
left by older writers that gall bladder dis- 
ease is a disease of old age, are not founded 
upon fact as our series of recent cases and pre- 
vious experience tend to prove. 

We have divided this series into three 
classes, respectively: those in whom we did 
cholecystostomy, those in whom we did chole- 
cystectomy with drainage and those in whom 
we did cholecystectomy without drainage. We 
did cholecystestomy in 16 cases which includes 
cases of severe jaundice, pancreatitis, virulent 
infections and where inaccessibility would 
make cholecystectomy more hazardous and 
less easy. Cholecystectomy with drainage in- 
cludes 41 cases with active infection in gall 
bladder or gall bladder area and cases in 
which dissection was difficult and where tra- 
uma made drainage necessary for safety. 
Cholecystectomy without drainage includes 43 
cases in which we had no active infection, in 
which we do not open the common duet, 
where there was little trauma or handling, 
and those where we felt secure in our tech- 
nique throughout. 

Of the 100 gall bladders here reported sev- 
enty contained stones in gall bladder or 
ducts, seven in which we found no stones con- 
tained pus; two with carcinoma, only one 
containing stones—of the remaining 21 cases 
6 were operated for adhesions, three of which 
infection apparently originated in other re- 
gions and 15 cases with varying degree of 
pathology. 

Of the 16 cases of cholecystostomy all con- 
tained stones except one, in which pathology 
was carcinoma. Of the four deaths in this 
group one was caused by bowel obstruction 
(ruptured gall bladder), one by pneumonia 
(ruptured gall bladder) and two from sepsis 
(carcinoma cases). Vomiting: One had per- 
sistent vomiting (obstruction case), two vom- 
ited several times and thirteen never vomit- 
ed. 

Of the 41 cases of cholecystectomy with 
drainage 28 contained stones, 4 cases not con- 
taining stones, contained pus. One fistulous 
opening in colon. Of 9 deaths in this group, 
two died of endocarditis, one died of hemor- 
rhage on 17th day—a case of fistulous open- 
ing in colon and gall bladder ruptured em- 
tying large quantities of fecal matter beneath 
liver and between liver and abdominal wall, 
cystic artery corroded causing hemorrhage. 
One died of sepis from ruptured gall blad- 
der with total necrosis, thrombosis of cystic 
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artery. Two died of anuria, one on 20th day, 
the other on ninth day after operation. One 
operated under local and one under ether an- 
esthesia. One case age 62 years, gall bladder 
previously drained, jaundiced, had interval 
vomiting for long period of time before ad- 
mitting, enlarged glands at junction of hepatic 
and common ducts, partial obstruction, no 
blood diserasia except anemia, cause of death 
exhaustion. Two died of sepsis, both having 
bowel obstruction, gall bladder ruptured in 
both cases, one having been ruptured several 
days, other aged 68 had heart lesion of long 
standing, gall bladder contained stones and 
pus, ruptured, operated under local anesthesia, 
died of sepsis. Of this group in only two 
cases did temperature not reach 100 degrees 
to 100 degrees plus,—in fifteen cases 101 de- 
grees to 101 plus, in only five did temperature 
reach 102 degrees F. 

Emesis. Of the 41 cases 17 never vomit- 
ed, seven vomited only once, four vomited 
twice, twelve vomited more than twice and 
in only one did we have persistent vomit- 
ing. 

Of the 43 cholecystectomies without drain- 
age 27 cases contained stones. Three of the 
remaining cases contained pus. One of the 
three deaths in this group was caused by hem- 
orrhage from stomach on 8th day after op- 
eration—patient brought to hospital with 
agonizing pain in gall bladder region, bad- 
ly jaundiced, operated as emergency, urine re- 
ported normal except bile, no blood count 
until third day after operation when found 
to have 200,000 lymphocytes and at this late 
hour we made diagnosis of lymphatic leu- 
kemia. Patient found in shock on 8th day, 
passed much red blood from bowels, post mor- 
tem showed no infection in gall bladder re- 
gion, much blood in stomach and _ bowels. 
The second death in this group was caused 
by patient having violent vomiting, bursting 
wound and loop of intestine protruding and 
remaining in dressings for several hours, time 
not known, died of ileus. Third case died on 
13th day of peritonitis, also had appendecto- 
my, intramural shortening or round ligaments, 
fecal vomiting before death. 

Temperature: Nine cases 99 plus, 20 cases 
100 degrees, in nine temperature 101 degrees, 
two had temperature 103 degrees, none of 
these died and one, with bronchitis, made good 
recovery—in one case temperature reached 104 
degrees, died. 

Emesis: Seventeen cases never vomited, 
nine vomited only once, in 5 emesis twice 
only, twelve patients vomited three or more 
times but no patient in this group had persist- 
ent emesis. Comparative temperature in 


these groups would serve no purpose as patho- 
logy in groups differ widely. The average 
number of days in the hospital in cases of 
cholecystostomy was 28 days, the group of 
cholecystectomies with drainage 22 1-3 days. 
In group without drainage, 18 days. 

While we were disappointed in finding a 
mortality of 16% we have excluded no case 
where surgical procedure was undertaken. If 
we exclude the cases so desperate and mori- 
bund we could make a splendid showing but 
we should account for all deaths in those 
whom we treat surgically. A larger per cent 
of serious gall bladder conditions apparently 
come from rural districts and our clientage is 
composed largely of rural people. 

We believe surgeons with good training and 
whose observation and experience have devel- 
oped in them such judgment that they respect 
the liver and its appendages as being a most 
sensitive organ to trauma and exposure, will 
continue to lower mortality in gall bladder 
surgery by the strict application of such judg- 
ment. 

After completing diagnosis one most import- 
ant factor is to determine the physical con- 
dition and resistance of our patient, for no- 
where in surgery does application of proper 
procedure mean more. See that your tissues 
are not famished for fluids, much good is ac- 
complished by scheming to preserve a bal- 
ance of vital economy, which in the desper- 
ate cases is much below par. Prevent hem- 
orrhage and exposing liver to cold and trauma 
and you prevent much shock. 

In cholecystectomies where drainage is nec- 
essary we believe it a matter of good judgment 
to place drains so as to not come in contact 
with stomach or other viscera, rather below 
this area coming out through stab wound or 
otherwise, in keeping with individual judg- 
ment. 

We have practiced routine gastric lavage 
after operation upon the gall bladder for years 
and feel that it lessens nausea and vomiting 
and adds much to patient’s comfort and wel- 
fare. 

We believe in selected cases of cholecystec- 
tomy closing without drainage is to be com- 
mended: 

Ist, Because it saves much discomfort during 
recovery ; 

2nd, It saves much unpleasant suffering from 
post operative adhesions; 

3rd, It shortens the stay of patient in hospital; 

4th, It will prevent a certain amount of post- 
operative hernia that follows the best. of sur- 
geons in drainage cases! 

5th, It most certainly teaches the surgeons the 
necessity of neatness and gentleness in gall 
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bladder surgery by reason of his fear of 

closing without drainage where there is tra- 

uma or a wet field from oozing. 

We have operated a total of 67 cholecystec- 
tomies without drainage with only three 
deaths, all of which are recorded in this ser- 
ies. There was no leakage from ligating nor 
other accident from procedure. 

We think the real danger in operation in 
this region and in operation of cholecystec- 
tomies without drainage particularly, is the 
serous exudate and oozing of blood, there- 
fore a most gentle handling and painstaking 
technique is the greatest factor—consequent- 
ly we who are deviating from the time hon- 
ored and fixed principal of draining in sur- 
gery of the gall bladder, should not flaunt 
it at our less inspired colleagues as fool proof, 
but point out the hazards as well as the ad- 
vantages of such procedures by giving true 
reports of facts taken from records properly 
and honestly kept. 





“EXTRA-UTERINE PREGNANCY” 


A. J. Sands, M. D. 
OKLAHOMA CITY 


The study of pregnacy occuring outside the 
cavity of the uterus is very fascinating to the 


obstetrician. The early recorded cases show 
by what slow and laborious steps any ad- 
vancement was made in the management of 
this condition which would offer any degree of 
safety to these poor unfortunate women. 

As early as 1586 a case was reported by an 
Arabian surgeon wherein the bones of a foetus 
were extracted through an abdominal wound. 

The early scattering records of cases were 
finally compiled by Wm. Campbell of Edin- 
burgh, who published the first readable es- 
say on this subject in 1842, under the title of 
“A Memoir of Extra-Uterine Gestation”. This 
was followed in 1876 by a monograph by John 
8. Parry of Philadelphia, entitled “Extra-Ut- 
erine Pregnacy”. This was a very compre- 
hensive consideration of the subject. 

Even as early as 1500 there had been re- 
ported a case of Cesarean section, and others 
about 1540. Some of these; especially one 
done by Jacob Nufer, a swine spayer in Swit- 
zerland in 1500, upon his own wife who made 
a good recovery and later bore several chil- 
dren; the one delivered by the abdominal route 
living seventy-seven: years. This case was 
probably one of abdominal pregnacy. 

The earliest, absolutely, definite history of 
a surgical operation for the removal of an ab- 





* Read before Section on Obstetrics and Pediatrics, Annual Meet- 
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dominal foetus was that done by Primrose in 
1594. The history of this patient has become 
classical. She was twice pregnant with ex- 
tra-uterine children, first in 1591, again, some- 
time before 1594. The cyst of the first child 
opened spontaneously through the abdominal 
wall. The fistula was enlarged and this child 
extracted by Jacob Noierus, a surgeon; this 
operation proving successful. Primrose re- 
moved the second infant by gastrotomy two 
months later. 


Quoting from Schumann: “A case that may, 
upon the whole, be considered very character- 
istic, is related by Felix Platerus, 1594, in 
which the concubine of one of the sacerdotal 
order, at the close of her third pregnacy, en- 
dured for eight days pains resembling those 
of labour, which then subsided without how- 
ever, being followed by delivery. After hav- 
ing for sometime, suffered from a variety of 
complaints, a small swelling the size of an 
acorn, formed a little above the umbilicus; it 
was laid open and an entire but semipu- 
trid fetus extracted from the abdomen; and 
the hand thereafter introduced into the cav- 
ity for the remaining portions of the de- 
composed matter. The patient was restor- 
cd to health, and survived the operation a 
year.” 

Following the case just related, there is 
no record of any operation having been per- 
formed for this condition for more than a 
century. Calvo reported a case in France 
in 1714. It will be noticed that all of the cases 
cited were examples of full term or long re- 
tained secondary abdominal pregnacies. The 
first recorded case of tubal gestation with rup- 
ture and the classical symptoms of this acci- 
dent is that of Riblan, reported in 1604. He 
relates the case of a lady aged thirty-one who, 
with the exception of a hard, slightly painful 
tumor the size of a clenched hand, situated 
above the right groin, experienced no un- 
usual complaint until she was about four 
months pregnant with her eighth child. 
January 2nd, 1604, she was _ seiz- 
ed with violent pains about the pubes, 
extending from the pelvis to the upper 
part of the chest, with occasional syncope, 
which continued until five in the morning 
when she died. The right fallopian tube was 
found to have contained a foetus; but the 
uterus was healthy and uninjured. The same 
writer relates a second example of this kind 
which occurred in 1639, when the patient was 
three months pregnant. She had such dis- 
tressing pains for four months that she died 
in violent convulsions in the seventh month 
of her pregnancy. On dividing the abdominal 
parietes, the left fallopian tube much dis- 
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tended and containing a fetus, presented it- 
self. 


In 1669, that master of obstetrics, Mauri- 
ceau, reported a case of ruptured extra-uter- 
ine pregnacy. This account is interesting be- 
cause it shows the varying opinions held at 
this time. The text of his description being 
quoted as follows: “History of a woman in 
whose abdomen there was found, after death, 
a small fetus about two and one half inches 
long, together with a great quantity of coagu- 
lated blood. The history of this case de- 
served to be carefully examined into, to de- 
cide whether the fetus (as thought by many) 
was generated in the ejaculatory vessel, called 
the tube of the womb. On the 6th of January, 
1669, in the village of Corrari, I saw in the 
hands of a surgeon called Benedict Vassal, 
a uterus which the same surgeon had a short 
time before removed from the body of a wo- 
man, aged thirty-two, who died after three 
whole days of torture with the most agoniz- 
ing pains in the stomach, through which she 
had fallen into frequent fainting spells and 
the most violent convulsions. This woman 
had borne eleven children at term, but in her 
twelfth pregnancy at about two and a half 
months, the womb dilated in the direction of 
the right horn and unable to stand distention, 
ruptured. The fetus was cast out at once and 
found among the intestines of the mother, with 
a great quantity of coagulated blood in the 
lower abdomen. Many physicians and sur- 
geons and other students of nature did as 
we, betook themselves to this surgeon to seé 
this uterus (which he showed for a prodigy), 
persuading them that it was formed in the 
ejaculatory vessel which Fallopius calls the 
trumpet of the womb. They believed at once 
without any more investigation, that this was 
just as the said surgeon had told them and 
that this case confirmed stories of a like na- 
ture narrated by Riolanus. However, I ex- 
amined the parts of that uterus most care- 
fully and attentively, and it was known that 
those who had fallen into this opinion were 
in the error whither the surgeon was leading 
them, and for this reason, at that very time, 
I took a drawing of the womb as it then was 
and this is the more faithful, true drawing 
than that which the surgeon caused to be en- 
graved on brass after an entire month, at 
which time the uterus retained almost noth- 
ing of its primitive form and was spoiled by 
the handling of a thousand men or more who 
had seen the uterus, pulled it, disturbed it, 
and turned it inside out that they might ex- 
amine it. Many have brought forward this 
case to prove to us that the testes (ovaries) 
of women are full of little ova which at the 


moment of coitus freeing themselves and 
emerging from the body proper of the ovaries 
are borne into the uterus through the tube, 
afterwards to serve for the generation of the 
fetus; and one of these so-called ova had by 
chance remained in the tube of this woman, 
instead of passing forward into the uterus and 
this was the cause of her death. Regnus Graaf, 
among others holds this opinion, for the con- 
firmation of which he brings forward the fig- 
ure of this uterus, which he painted from the 
case that this surgeon of whom I have already 
spoken had already given to the public as one 
finds it on the 260th page of the book on the 
‘Generative Organs of Women’; but any who 
will carefully examine the figure, which is the 
most faithful and faultless and at the same 
time examine into our reasons, will find that 
we have given another demonstration and that 
we believe that to be the true explanation,” 
Here we have a very good description given 
of a case of ruptured tubal pregnancy 250 
years ago, together with a discussion of the 
cause. 

The first understanding of the true cause of 
extra-uterine pregnacy was given by Pierre 
Diones in 1718. His description gives prac- 
tically the present day idea of causes of ecto- 
pic pregnancy except that he does not recog- 
nize salpingitis as a cause. The present day 
theory of course, being that this condition is 
the most common cause. 

The first recorded case of operation of ec- 
topic pregnancy in America was reported by 
Dr. John Baird in New York in December, 
1759. Dr. Wm. Baynham, a country doc- 
tor of Virginia did the operation successfully 
on two patients in 1791-99. From this time 
on, occasional cases were reported and inter- 
est in the study of the condition grew. 

Parry’s work published in 1876 gave the 
results of 500 cases of extra-uterine pregnan- 
cy, 366 died and 163 recovered; a mortality 
of 67%. So the mortality in this condition has 
been reduced from 67% to 5% (?) in 50 years. 

Classification of ectopic pragnancy as to 
location: 

1. Interstitial, 
2. Tubal, 
3. Ovarian. 

The exact type is often hard to determine 
when the case comes to operation. We find, 
however, that most cases are tubal and the 
literature available seems to show about 95% 
of all cases to be of this kind. 

The question of whether the implantation 
takes place in the ampullar or isthmal site 
does not seem to me important, or whether 
it is in the right or left tubes.-A large per- 
centage of my, own cases have been in the 
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left tube but I find in the records of many 
hundreds of cases the reports show but slight 
difference. Both tubes are involved occasion- 
ally. I have operated two such cases. 

Diagnosis: The positive diagnosis of un- 
ruptured extra-uterine pregnancy is often very 
difficult and we find men of undoubted abil- 
ity who are often times in error. The first 
consideration is the evidence of pregnancy viz: 
Amenorrhea, followed by “spotting” and his- 
tory of pain in either fornix. 

A partial rupture of the sac produces a 
condition which may be hard to differentiate 
from the following conditions: 

1. Intra-uterine pregnancy with threaten- 
ed abortion, 

2. Hemorrhage from the tube or ovary, not 
in relation to pregnancy, 

3. Acute salpingitis, 

4. Acute appendicitis, 

5. Ovarian cyst with twisted pedicle, 

6. Utreteral or renal colic. 

The most common of which is intra-uterine 
pregnancy with threatened abortion. The 
pain, however, and character of the hemor- 
rhage in the second condition are quite dis- 
similar. Where there is a doubt as to the 
diagnosis, prompt hospitalization of the case 
is important so a careful observation of tem- 


perature, blood pressure and blood changes 


may be made. As soon as there is reason 
to believe that an ectopic pregnancy exists, 
laparotomy should be performed. 

Bi-manual examination is of doubtful value 
except in connection with the history and it 
may also be followed by disastrous results. 

When an ectopic pregnancy has ruptured 
completely, the picture changes rapidly and 
doubt and difficulties of diagnosis are fol- 
lowed by a picture not easily mistaken. When 
a complete rupture has taken place, the pa- 
tient complains of a sudden excruciating, lan- 
cinating pain; usually while about her daily 
duties. She falls in her agony and help is 
quickly called. We find her suffering intense- 
ly with rapid pulse; and evidence of shock. 
Any exertion or an effort to rise may be fol- 
lowed by fainting. Often there is obvious 
swelling in one lower quadrant. There is us- 
ually at this time a small amount of flow 
of a very dark color streaked with mucous, not 
clotting. This then is the picture of a ty- 
pical case of a ruptured ectopic pregnancy. 

Treatment: The treatment of this condition 
is of course, purely surgical. The only ques- 
tion to be considered is when to operate. It 
seems to me that is a decision to be reached 
by each surgeon in each individual case, using 
his own judgment. 

I find in literature, the advice to wait and 


that nature will take care of the homorrhage 
and that the danger will be much less after 
the patient has recovered from the shock. 

Some authors go so far as to say that 
these patients do not die from hemorrhage. 
Personally, I happen to know that they do. 
Having in mind one case in which the fam- 
ily refused operation and a few hours later, 
a secondary and fatal hemorrhage occurred. 

My practice has always been to operate 
as promptly as possible following diagnosis 
of tubal pregnancy; whether ruptured or par- 
tially ruptured. I have never known a case 
in which the patient was operated, to die. 

Statistics from several large hospitals in 
New York and Philadelphia with a series of 
200 to 500 cases give a mortality rate of 
from 4% to as low as 9%. 

To summarize: Ectopic pregnancy is a 
quite common hazard to women during the 
child-bearing age. The diagnosis in an early 
stage is difficult. After partial or complete 
rupture, prompt surgery is imperative. 


Discussion: Dr. M. H. NewMan, OKLAHOMA 
CITY. 

Dr. Sands has givn us a very interesting 
paper. The historical sketch is certainly il- 
luminating. The subject would be more fas- 
cinating, if it were not so tragic. All I can 
add is to emphasize certain points in the 
diagnosis and treatment which the doctor did 
not have the time to elaborate on. 

A discussion of the diagnosis of ectopie 
pregnancy opens a large subject. The fact 
that pregnancy of some type exists must first 
be confirmed, after which a localization of 
the imbeded ovum may be attempted. Diag- 
nostic signs must also be differentiated into 
those present before rupture has taken place, 
those noted immediately after such rupture, 
and those apparent in later cases, an old 
encapsulated blood clot, or both present in 
the abdominal cavity. The diagnosis of ec- 
topic pregnancy before rupture is extremely 
difficult. The symptoms are rather obscure 
and vague, and the woman in such condition 
rarely finds it necessary to consult a physician. 
Only when the marked symptoms referable 
to rupture or tube abortion make their ap- 
pearance, does she become alarmed and in- 
voke the aid of her physician, who, some- 
times, fails to be impressed by the significance 
of the grouped facts in the history of the pa- 
tient, and considers the case one of intra-ut- 
erine pregnancy with some irritability of the 
the uterus and possibly a threatened abortion. 
The evidence upon which a correct conclusion 
may be based are, first of all, the history; 
then the behavior of the menstrual flow; third 
the indefinite signs of pregnancy; fourth the 
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presence of pelvic pain; and lastly the elicita- 
tion of a tender mass in one or the other va- 
ginal fornix upon vaginal examination. 

A point worth while remembering is that 
abortion may occur in ectopic pregnancy as 
it does in intra-uterine pregnancy, and as in 
the later it may be incomplete or complete. 
When abortion is complete the bleeding ceases, 
when incomplete the hemorrhage continues. 


A consideration of treatment of extra-uter- 
ine pregnancy divides itself into the manage- 
ment of certain phases of the condition. First: 
Treatment before rupture has oceurred. It 
consists in immediate hospitalization and in- 
specition of the tubes via the abdominal route 
as soon as practicable. The treatment should 
be directed, prior to the operation, soley with 
a view to the prevention of rupture or tubal 
abortion. Second. Treatment when a rupture 
of the sac has occurred with intra-abdomin- 
al hemorrhage. This condition will depend 
whether operation is practical or not. If the 
situation of the patient makes the immediate 
operation impractical, then conservation treat- 
ment is preferable and safer. A woman 
with a ruptured ectopic either dies almost im- 
mediately before aid can be rendered, or re- 
mains in a state of shock often amenable to 
treatment. The treatment will sometimes aid 
in overcoming to a certain degree, and to 
make surgery a safer procedure. When a pa- 
tient has her first hemorrhage, provided she 
is not moved, and in the second place, noth- 
ing has been done to elevate the blood pres- 
sure too rapidly, she may get along all right. 
However, it is the opinion of men of large sur- 
gical experience to operate as soon as practic- 
able. While it is true that the resources of 
surgery are rarely successful when practiced 
on the dying, yet of all surgical conditions 
ruptured ectopic pregnancy is one wherein 
even moribund patients sometimes recover 
with the most surprising rapidity. 





THE SIGNIFICANCE OF BLOOD FLOW- 
ING FROM THE ANUS* 


J. W. Niewes, M. D. 
DUNCAN 


There are so many conditions in which 
there is an exudation of blood from the anus 
that its significance is of utmost importance 
and often requiring the greatest care to de- 
termine its source. Too often, a patient hav- 
ing bleeding from the anus is dismissed with- 
out an examination or with a mere cursory in- 
spection, as having piles, when a finger or 





* Read before Section on General Medicine, Neurology, Pathology 
and Bacteriology, Annual Meeting Oklahoma State Medical 
Association, Oklahoma City, May 13, 14, 15, 1924. 


protoscope would reveal a condition much 
more serious. Since the veins of the rectum 
are devoid of valves, trivial causes may pro- 
duce hemorrhage. This should not deter one 
from making a thorough examination, as there 
might be a serious malignant condition lurk- 
ing some where near. The majority of hem- 
orrhages from the anus are not due to cancer, 
as the advertising quacks would have the laity 
to believe, but to more trivial causes. Since 
there is no way to determine the source of 
hemorrhage from the anus, without a thorough 
examination, it behooves us to use every 
means at our command to arrive at a correct 
diagnosis. No examination for the cause of 
anal hemorrhage is complete until after ma- 
lignancy has been either diagnosed or exclud- 
ed. The finding of ulcers, fissures, bleeding 
hemorrhoids or any of the other conditions 
that causes hemorrhage, is not sufficient to 
deter one from making further examination, 
as there might be a maliginant condition 
farther up, that should have immediate at- 
tention. 

For convenience, the study of the signifi- 
cance of blood flowing from the anus, may be 
divided in two groups, namely: That due to 
lesions located above the lower colon and that 
due to lesions located in the lower colon and 
below it. 

Lesions Above the Lower Colon 

It is the intention of this paper to deal 
mostly with lesions located in the lower col- 
on and the canal below it, the above sub- 
ject will only be dealt with in a cursory man- 
ner. 

Blood passing from the anus due to lesions 
above the lower colon may be occult or macro- 
scopical. An occult hemorrhage that appears 
in the stools only once is of very little con- 
sequence, as it might be due to a slight in- 
jury or a trivial cause. Very often occult 
hemorrhages are continued over a long period 
of time, sufficiently long to almost exsanguin- 
ate the patient. In such cases a thorough 
and painstaking examination should be made. 


Macroscopical blood in the stools, when 
clotted, or of a dark color, the coffee ground 
or melena type, is due to lesions above the 
upper rectum, only in rare instances. Like 
occult blood, its appearance in the stools over 
a short period of time, if not profuse, is of no 
important consequence, as many minor 
causes, such as nose bleeding, may cause 
blood to find its way into the stomach and 
out at the anus. Profuse or long continued 
hemorrhages of this type must always be con- 
sidered as grave and no time wasted in ascer- 
taining its cause and instituting appropriate 
treatment. Conditions responsible for dark 
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colored blood in the stools are too numerous 
to mention within the scope of this paper and 
are purposely omitted. Before leaving this 
subject, however, I wist to call your attention 
to the current-jelly-like hemorrhage accom- 
panying intussusception. Also to remind you 
that often hemorrhages follow osteopathic 
manipulations of the abdomen. 
Lesions in the Lower Colon and Below It 


Nearly all rectal diseases cause more or 
less homorrhage. Bleeding is so often associat- 
ed with hemorrhoids that we are prone to take 
too much for granted and neglect to make a 
thorough examination, dismissing our patients 
with a prescription for some hemorrhoidal 
cones. This is an injustice to the patient and 
a reflection on the intelligence of the physician. 
It is an injustice to the patient to have them 
dismissed without a thorough examination, to 
make sure that there is not some thing far 
more serious than hemorrhoids, and a reflec- 
tion on a physician’s intelligence to prescribe 
cones as a curative remedy for hemorrhoids. 

Hemorrhage, when due to lesions in the low- 
er colon or ano-rectal canal, are rarely ever 
serious during the primary stage of the dis- 
ease by which they are caused. Though very 
often the patient becomes slightly anemic and 
nervous. The nervousness is rather excessive 


in comparison to the extent of the lesion. 
Careful inquiry must be made as to the 
amount of the hemorrhage, the color, the time 
it occurs in connection with the passage of 
feces, whether or not it is mixed with the feces, 
if the entire bolus is covered with blood, small 
streaks on one side or if independent of bowel 


action. Fresh blood of a bright red color in- 
dicates a lesion in the anus, if partly congealed 
the lesion is more likely to be located in the 
lower part of the rectum, if clotted, of the 
coffee-ground type, in the upper rectum or 
lower colon. 

The lesions responsible for hemorrhage may 
be a diseased condition, an injury or follow- 
ing an operation. 

Hemorrhages due to carcenoma may be 
slight or excessive. The patient will have a 
history of having had a mucus discharge that 
later became tinged with blood. As the dis- 
ease advanced, the blood predominated, al- 
most obscuring the mucus. After deep crater- 
like ulcers have formed, the hemorrhage may 
be profuse, even to the extent of endanger- 
ing the patients life. At this stage there may 
be debris of ulcerated tissues floating in the 
hemorrhage. 

The most common cause of hemorrhage 
due to lesions located in the ano-rectal region 
is capillary varicosities or internal hemor- 
rhoids. As a rule, bleeding from hemorrhoids 


is veinous, occurring during or immediately 
following the passage of feccs. The bleeding 
is usually slight, lasting only a few moments, 
though may be more persistent, as much as 
one half pint may be lost with each evacua- 
tion. Very often an inspection will reveal an 
ulcerated hemorrhoid protruding. 

Fissure in ano is a frequent cause of hemor- 
rhage. The bleeding is always slight, a long 
streak on the bolus or a bright red stain on 
the toilet paper. The characteristics of fis- 
sures is a severe pain during defecation. 

Proctitis is not an uncommon cause of 
blood flowing from the anus. Since the bleed- 
ing comes from erosions in uncomplicated 
cases, the hemorrhage is never excessive, may 
be a slight oozing or the bolus partly cov- 
ered with blood. 

Hemorrhage is due to various forms of ul- 
ceration. They may be tubercular, syphilitic, 
entamebic, balantidic, chanceroidal or any 
other form of ulceration. 

The amount of the hemorrhage will depend 
on the amount of the ulceration. There are 
several other diseased conditions that cause 
hemorrhage at times, but are most always due 
to secondary ulceration, so the above will suf- 
fice without taking up each seperately. 

Injuries may be external or internal. Ex- 
ternal injuries are visable and need not be 
mentioned. Internal injuries may be caused 
by foreign bodies passing through the ano- 
rectal canal, lacerating a crypt or rupturing 
the mucosa. Some times a large hard bolus 
of feces will rupture the mucosa and cause 
a hemorrhage. The proctoscope or sigmoido- 
scope may be needed to locate the source of 
hemorrhage and remove the cause, which may 
be a pin, fish bone or any other foreign sub- 
stance. 

Hemorrhages following operations are us- 
ually reascent, occuring while the patient is 
yet under the care of the one who did the op- 
eration, making a diagnosis easy. But we 
must not lose sight of the fact that some- 
times hemorrhages following operations oc- 
cur as late as several months after the opera- 
tion. An inquiry as to whether or not the 
patient has had a surgical operation of the 
rectum within the last few months, might 
avoid embarrassment later. 


Summary 
1. Every available means should be used to 
arrive at correct diagnosis. 
2. No examination is complete until after 
malignancy has been diagnosed or excluded. 
3. It should never be taken for granted that 
a patient having hemorrhage from the anus, 
has hemorrhoids and rectal cones or some 
other paliative treatment instituted. 
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4. The proctoscope and sigmoidoscope are 
indispensible in locating the source of hemor- 
rhage, as high up as the lower colon. 





NON-SPECIFIC CONDITIONS OF THE 
POSTERIOR URETHERA WITH 
SPECIAL REFERENCE TO 
REFERRED AND NER- 

VOUS SYMPTOMS* 

W. J. Wauiace, M.D. anp 
Exiis Moore, B.S., M.D. 
OKLAHOMA CITY 

The reason for choosing this subject to write 
upon was to call attention to the prevalancy 
of Non-Specifie Conditions in the Posterior 
Urthera. It would be well to acquaint the 
general practitioner and some Urologists with 
the fact that many cases coming to him com- 
plaining of Urinary, sexual and nervous dis- 
turbances, negative to venereal diseases, 
should be examined thoroughly and _intelli- 
gently treated or referred to the Urologist 
than allowed to continue whence the patho- 
logy will grow to be deeper seated and result 
in permanent disability. 

The symptoms of Non-Specifie posterior 
conditions of the urethera are classed by 
Young as Urinary, Referred and Sexual. We 
will be concerned mainly with the last two: 
(1) reflex pains or abnormal sensations, and 
(2) the disturbances of the sexual functions. 

Symptoms—Referred T ype 

The majority of patients with chronic 
posterior uretheritis, non-specific, suffer no se- 
vere pains but there is usually a discomfort, 
« burning sensation or fullness as the urine 
begins to pass through the collapsed Urethera. 
An abnormal sensation is often referred to 
some point on the surface of the body. It may 
sivuilate the pains typical of prostatitis, as 
pains in the lumbar region, along the ure- 
thera, in the groin or manifested in general 
constitutional symptoms, nervousness, cold, 
clammy hands and feet, timidity and lack of 
confidence. 

Symptoms Sexual Type 

The disturbances of the Sexual functions are 
many and quite uniform yet each case pre- 
sents a little different picture. He may give 
the history of premature and painful ejecula- 
tions, incomplete or feeble erections, numer- 
ous nocturnal emissions, circulatory distur- 
bances of the penis, and many other symptoms 
will be found in these cases of Sexual neuros- 
thenia. Again he may have a small amount of 
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sero-purulent discharge. These are sensatory 
disturbances, due to the pathological changes 
in Vero montanum, the Utricle or the ejacu- 
latory ducts, and the epithelial lining of the 
deep Urethera. 

The methods of examining and diagnosing 
these cases consist of digital examination of 
the prostate and a thorough cysto-uretherosco- 
pic examination of all the parts of the deep 
urethera beginning with the trigone and vesi- 
cle neck including the prostatic urethera, pay- 
ing particular attention to the condition of the 
mouths of the ducts to see if there are signs 
of infection or inflamation, closed or dilated 
prostatic ducts and whether or not they are 
properly draining the prostate gland. We 
view the Vero montanum. This is one 
of the most important organs with which we 
have to deal. True, it is small and well con- 
cealed but it has a great duty to perform. It 
is the governing agent of our sexual powers. 
Hypertrophy or atrophy, erosions, trabecula- 
tions and ulcerations of the Veru are some 
of the direct causes of the common complaint 
heard from our patients when questioned as 
to their troubles. 

As in any other membranous tissue chronic- 
ally inflamed one would expect to find hyper- 
emia of the blood vessels, a generalized thick- 
ening of the tissues and the often spoken of 
“proud flesh” resulting from the long standing 
irritation. This hyperemia is accompanied 
by a serous exudation and desquamation of 
epithelium, creating a serous or sero-purulent 
discharge, the amount of which depends upon 
the extent of the lesion. 

These cases bleed freely when the small ar- 
terioles are ruptured by instruments and man- 
ipulation of the scope. 

There is another type of the posterior Ure- 
theritis which is of special interest to the Uro- 
logist. This is the Luetic type. These are not 
so uncommon as one might think. The chief 
complaint being the usual one of impotency, 
poor erections, or none at all. The character- 
istic feature of these cases is lack of pain dur- 
ing cystoscopic examination, even without the 
usual instillations of anesthetic solution. 

Some of these cases with the above com- 
plaint doubtless have their etiology in the 
erectile fibers of the cord. Therefore, the 
treatment is anti-Luetic and will not be dis- 
cussed here. 

The etiological factors causing the com- 
plaint of which I have spoken are as follows: 
(1) Sexual Excesses, (2) Congestion-Erec- 
tions—without relief, masturbation, (3) Al- 
coholic—Lowered vitality and chemical or 
Urinary irritations, (4) Formation of local ul- 
cers, herpes, etc., (5) Constitutional weakness, 
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(6) Improper or unintelligent treatment for 
any of the above conditions. 

Some individuals seem to have a more or 
less congestive tendency of their mucus mem- 
branes and the highly acid urine produces ul- 
cerations and erosions which cannot heal un- 
less properly treated. These unhealed lesions 
often spread and form an irregular mass of 
reddened, thickened inflamed tissue. 


The presence of this condition in the poster- 
ior urethera may be sufficient in itself to cause 
nervousness, generally and marked local trou- 
ble. Once some patients have trouble in their 
sex relations, they will lose confidence in 
themselves and experience difficulty in estab- 
lishing faith in their ability. 

A spotted appearance of the Urethera as 
seen through the Uretherascope may be pro- 
duced by alteratons of the epithelium in the 
form of patches of thickened epithelia which 
have lost their normal color, thus resembling 
psoriasis of the skin. Erosions of the surface 
may be seen in the denuded spots, which in 
chronic Uretheritis have an unhealthy appear- 
ance, but when produced by instrumentation 
appear as simple abrasions. Ulcerations are 
characterized by loss of substance and a de- 
pression of the surface. 

Tuberculosis of the Uretheral mucosa may 
be the cause of ulceration and granulation 
and when present, increase the difficulty of 
examination on acount of the extreme sen- 
sitiveness of the canal. 

Under normal conditions the opening of 
the lacunz of Morgagni are seen as small 
longitudinal excavations. The glands of Lit- 
tre cannot be seen in the normal, but when 
the latter are affected by chronic inflamation, 
they are seen as pin head indentations of 
a reddish color. Chronic inflamation changes 
the normal lacunse to be more gaping and 
their openings congested, from which some- 
times may be seen to exude a purulent dis- 
charge. Papillomato are more common in 
the posterior Urethera than in the anterior 
section. Polyp of the Urethera are rare but 
when present are easily recognized. Carcin- 
oma of the Urethera does occur and is us- 
ually a definitely diffused condition which 
may be recognized by palpation together 
with subjective and objective symptoms. Its 
effect upon the Uretheral canal is that of 
a generalized stricture or tightness. 

Differential Diagnosis 

The normal healthy posterior Urethera 
causes no such symptoms as has been men- 
tioned. There will be no Urinary, sexual or 
referred symptoms. The cysto-uretheoscopic 
examinations will not reveal any such patho- 
logy as above mentioned. However, the sym- 


toms arising from the non-specific condition 
of the posterior Urethera are most frequently 
mistaken for chronie prostatis, stricture, 


‘chronic gonorrhea and endocrine disturbances. 


Chronic prostatitis may often be mistak- 
en or confused with posterior trouble because 
of the close proximity of the organs and be- 
‘ause of the bearing one may have upon the 
other. Often times the patient would de- 
velop prostatic trouble from Uretheritis due 
to the partial or complete occlusion of the 
prostatic ducts, therefore, we may expect both 
prostitis and deep Uretheral trouble in the 
same patient. 

The same applies to seminal Vesiculitis. A 
great many nervous symptoms, neurosthenia 
disturbances of sexual orgasm, premature 
and painful ejaculations will be found in both 
eases. It is with these men that a thorough 
rectal and cystoscopiec examination would re- 
veal the cause of the symptoms and complaint 
and enable the Urologist to render expert ser- 
vice, 

Treatments 

The treatment of these cases falls under two 
methods: (1) Local and (2) Constitutional. 
Fulgeration through the cysto-uretheroscope 
is the quickest, and least painful, local treat- 
ment we can administer. More good can 
be accomplished in one sitting with this meth- 
od than by ten applications of a caustic. Then, 
too, any chemical cautery will have a dele- 
terious effect on the surrounding healthy tis- 
sue while the operator can apply the Fulger- 
ating tip to the smallest area and do no dam- 
age elsewhere. There will be less pain and 
frequency and no more bleeding than with 
th chemical irritants. I have seen a great 
many cases treated by the old endoscopic 
route—applying the solid or liquid cautery 
every ten to fourteen days indefinitely and 
with no better results than with the electric 
cautery. 

Deep instillations of the weaker silver salts 
following a sound and prostatic massage is an 
excellent stimulant to sluggish tissues. This 
kind of treatment is advisable every five to 
eight days or as the case responds. 

Irrigation of 1:10,000 Pottassium perman- 
ganate and 1.8,000 silver nitrate every three 
or four days alternating with prostatic mas- 
sage and sounds of large size and deep instilla- 
tions of Mercurochrome ™% to 1% or fresh 
silvol or Neo Silvol 10%. 

As for a general tonic I would recommend 
mercury in the form of 1% cyanide with 
%% novocan to be given intra-muscularly 
every five or six days. The dose varies with 
the individual, usually 6 to 10 M being suf- 
ficient. Patients at times may be unable to 
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tolerate the average dose. He will complain 
of intense griping of the bowels—diarrhea, 
and sometimes nausea and vomiting. For 
this condition I have found that a thorough 
alkinization with sodium bicarbonate, 1 dram 
in hot water every two to three hours, hot 
water bottle to abdomen and hot sitz bath 
high on the abdomen. This form of mer- 
cury I believe to be the best tonic and to 
cause the least local and constitutiona! re- 
action. 

A series of treatments are more beneficial 
than the prolonged intensive treatment for 
the latter always tears down as fast as it 
builds up—it is overdoing—too much treat- 
ment is often as bad as no treatment. There- 
fore, after the patient has had 2 to 3 weeks of 
the message, sound, deep instillations, irri- 
gations, general tonies all guided by what 
changes we see taking place through the cyst- 
uretheoscope, it is advisable to give him a 
rest from all treatment for a month during 
which time he should continue the bland diet 

laxatives—regulation of the bowels—regu- 
lar habits and plenty of rest. At the end of 
the month or six weeks he should return for 
an examination and re-checking. His fur- 
ther treatment will be dependent upon the 
findings. 

As for the Luetie condition of which I have 
spoken, I would suggest the usual anti-syphili- 
tie treatment intravenously intra-muscularly 
of both arsenicals and mercurials Pottassium 
lodide in increasing doses. Sometimes intra- 
spinal examination and medication is a very 
necessary part of the treatment of these cases. 

The prognosis of these cases is good. True, 
the benefit and cure is a long, drawn out 
affair, but if his case is examined thoroughly, 
the trouble will be found. They have trou- 
ble, there is a cause for the trouble, and by 
intelligent persistent treatment, they will be 
greatly benefitted and cured. This, I think, 
should be encouraged to a moderate degree 
as it helps them forget the depressed feel- 
ing they have felt for so long. 

Case Reports 

H. 8. D. Age 42, single, occupation, City 
Engineer. First came to our office complain- 
ing of frequent nocturnal emissions, nycturia 
4 - 5 times—Priapism followed by pain, and 
giving the history of some prostatic trou- 
ble for a number of years. Gonorrhea 12 years 
ago—Intercourse makes patient very nervous 
and irritable, restlessness and general weak- 
ness lasting for several hours a day or so. 
Headaches follow emission and coitus. 

Upon special examination our findings were 
as follows: 

Prostate enlarged about three times ner- 





mal size—extends high, fairly firm, moder- 
ately tender and contains material. No stric- 
ture but a marked tenderness of Urthera and 
a tightness at neck of bladder in prostatic 
Urthera. Cystoscopic examination reveals: 
bladder slightly inflamed with few small tra- 
beculations. Both uretheral orifices visible 
and functioning, rather marked acute trigonit- 
is, prostatic urethera red and inflamed, ducts 
inflamed and congested, some bleeding points 
here, veru montanum greatly enlarged, red 
and ulcerated, ejeculatory ducts inflamed and 
appeared partly closed, due to the swelling 
and congeation, deep pockets or sulci on both 
sides, numerous bleeding points found in this 
area. The pathology here was too extensive 
to fulgerate. In these cases, it is more ad- 
visable to use dilation by sounds of large size, 
massage of prostate, irrigations and instilla- 
tions until the field of inflamation subsides 
to local areas, when we can fulgerate. Gen- 
eral tonics as mentioned above, diet and elim- 
ination. 

This patient has been under our treatment 
and direction for over a year. He shows a 
marked local and general improvment. He 
is still taking some treatments but they are 
far apart. He was a type which could easily 
be taken for one of endocrine disturbance. 
There are many such cases. 

R. D. H. Age 25. Student. Chief com- 
plaint frequent urination. Night urination 3 
to 4 times. Frequent night emissions and ejec- 
ulations. All begun about nine months ago. 
Denies history of any veneral disease, some 
constipation. General health seems to be fair, 
appetite poor, patient very nervous and wor- 
ries about every incident preparatory to his 
examinations, cystoscopic and general. Rec- 
tal examination reveals prostate smooth, no 
irregularities, roughness or tumor masses, but 
quite sore to the touch. Vesicles not involv- 
ed but some material could be expressed from 
the organs. The special examination by cy- 
stoscope reveals the bladder almost normal 
with the exception of many highly congested 
arterioles. 

Both uretheal orifices seen and noticed to 
be functioning, no tumor or stone visible. Ca- 
pacity about 8 oz. with no residual. Vesicle 
orifice normal, no bulging and no bleeding 
but the prostatic Urethera is inflamed, red 
thickened, and oedematous. The ducts are 
markedly inflamed. The veru montanum is 
swollen and reddened. There is a tumor mass 
anterior to and at the outer edge of the pros- 
tate. This mass is about the size of the nor- 
mal veru and is ragged and inflamed. This 
pathology is the cause of the symptoms and 
complaint. . 
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Treatment 


Fulgeration applied to the red and ulcerated 
areas. Patient given a tonic prescription, diet 
list, and advised that he should have irriga- 
tions, sounds and instillations. The results of 
two weeks treatment showed a marked im- 
provement and party believes he is cured. He 
should be under observation for several weeks 

Conclusion 

(1) Although these cases of the posterior 
Urethera are seldom or only lightly examin- 
ed and treated by the general practioner anc 
some Urologists, they are common and of great 


~ eoncern to the patient and should be as much 


to the physician. 

(2) The Ethological factors so numerous 
and broad that they bring into the field prac- 
tically every man at some time. 

(3) The methods of examination are not 
so difficult, but exacting, and thoroughness 
is an essential feature, as well as persistence 
and patience. 

(4) The treatments are simple, yet neces- 
sary, and the results are lasting and gratify- 
ing. 





A NEW MERCURIAL 

What has been done for arsenic by the skill 
and patience of Ehrlich and his co-workers-——that 
is to say, the presentation of it in a form that 
combines spirocheticidal activity with comparative 
safety of administration—has been done, it seems, 
for mercury also. This has long been the aim 
of chemical research—to find a mercurial compound 
that would kill the spirochete of syphilis without 
injuring the patient; in other words, a mercurial 
compound that could be administered in spirocheti- 
cidal doses. 

Dr. Gruhzit, of the Parke-Davis laborities, re- 
ports the demonstration of this property in Mer- 
curosal administered intravenously to animals in- 
oculated with syphilis. Two, or at the most three, 
doses eliminate the spirochetes completely from 
the syphilitic lesions. The doses corresponded to 
a dose of 0.2 gram for a man weighing 150 Ibs., 
and it is believed that ten or twelve intravenous 
injections of a dose of this size should change a 
positive Wassermann to a negative in the primary 
stage of syphilis. Nevertheless, arsenic also (in 
the form of arsphenamin) or bismuth (as the sali- 
cylate) is advised, and a continuation of the treat- 
ment at intervals for two or three years. 

Literature on Mercurosal is offered to physicians 
by Parke, Davis & Company, the manufacturers. 








SQUIBBS ENTERTAINS EMPLOYEES 





Fellow executives, department heads and re- 
presentatives of the sales staff of E. R. SQUIBB 
& SONS on January 3rd at the Hotel Commo- 
dore, New York, participated in the celebration 
of the twentieth anniversary of the association 
of Vice President Theodore Weicker with the House 
of Squibb. The feature of the happy event was 
the presentation to Mr. Weicker by President 
Carleton H. Palmer, on behalf of those present 
of a rock-crystal set with a center piece of old 


English Spode ware. Although taken by surprise, 
Mr. Weicker who had already addresesd the mem- 
bers of the Squibb Go-Getter Club, who had con- 
tributed the most consistent and constructive ser- 
vice during the year past, was quite equal to the 
new demand. His graceful response was another 
convincing demonstration of the genuine inspira- 
tion and kindly consideration he has extended to 
his co-workers throughout the years that he has 
sturdily maintained the sterling principles of the 
House of Squibb as established by its illustrious 
founder, Dr. Edward R. Squibb. 

The presentation of rewards to the fifteen re- 
presentatives of the sales staff who had qualified 
as the key Squibb Go-Getters during 1924 was 
another interesting feature of the program. R. D. 
Keim, director and general sales manager acted 
as toastmaster at the banquet and presided at the 
reception which followed. 





YOUR INCOME TAX 

The exemptions under the revenue act of 
1924 are $1,000 for single persons and $2,500 
for married persons living together, and heads 
of families. In addition a $400 credit is al- 
lowed for each person dependent upon and 
receiving his chief support from the taxpay- 
er, if such person is under 18 years of age 
or incapable of self-support because mental- 
ly or physically defective. 

The normal! tax rate is 2 per cent on the 
first $4,000 of net income in excess of the per- 
sonal exemptions, credit for dependents, ete., 
4 per cent on the next $4,000, and 6 per 
cent on the balance. Under the preceding 
act the normal tax rate was 4 per cent on 
the first $4,000 of net income above the ex- 
emptions and credits, and 8 per cent on the 
remaining net income. 

The revenue act of 1924 contains a special 
provision for reduced taxes which did not 
appear in previous laws. All net income up 
to $5,000 is considered “earned income.” On 
this amount the taxpayer is entitled to a 
credit of 25 per cent of the amount of the 
tax. 

For example, a taxpayer, may have receiv- 
ed in 1924 a salary of $2,000 and from a real 
estate transaction a profit of $3,000. His to- 
tal net income was $5,000. Without the bene- 
fit of the 25 per cent reduction his tax would 
be $80. His actual tax is $60. From his 
net income of $5,000 he is allowed a personal 
exeption of $1,000; the tax of 2 per cent on the 
first $4,000 is $80, one-fourth of which, or 
$20, may be deducted. 

For the purpose of computing this credit, 
in no case is the earned net income consid- 
ered to be in excess of $10,000. A taxpayer 
may have received for the year 1924, a net 
income from salary, of $20,000, but the 25 
per cent. credit can be applied to only one- 
half of this amount. 
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EDITORIAL 











DENTISTS OF PHYSICIANS 


MAKING 


Lately it has been proposed that physicians 
take on added burdens in the nature of seri- 
ously qualifying themselves in the field of 
dentistry. We cannot imagine anything quite 
so unnecessary, or anything whic +h would add 
so much more of a burden to an already over- 
burdened profession. The proposition seems 
to have no regard whatever for conditions as 
they exist, nor does it take into considera- 
tion the great amount of detail which must 
be mastered before even good physicians could 
properly fit themselves. It does not consider 
that as medical education now universally 
stands, years elapse before one is qualified as 


a physician, and it seems to forget or ignore 
the fact that the making of a dentist is also 
a matter of several vears arduous prepara- 
tory work. It does not take into considera- 
tion that in both medicine and dentistry the 
professions are the result of years of evolu- 
tion and that almost unsurmountable objec- 
tions must first be overcome, for each pro- 
fession has very definite ideals and aims. 
The happy and proper medium in this mat- 
ter would seem to be that each profession 
give more serious attention to the problems 
of the other, where a clear understanding 
of the action and results of focal inspection 
may be placed on a standardized basis or 
agreement. If this is done, if some of us 
give more attention to the effects of dental 
problems upon our cases, and if the dentist 
realizes more the profound effect oral in- 
fections have on the general economy, the 
solution will be placed much further from 
criticism than at present. Why not begin 
holding systematic meetings at which dentists 
and physicians be present, each representing 
his views to the other, reconciling present day 
knowledge as far as possible? Many phy- 
sicians and dentists already have a clear con- 
ception of these allied matters. The trouble 
lies in the fact that the mass of each pro- 
fession pays little or no attention to the other. 


YOUR MEDICAL SOCIETY 
WAYS AND MEANS TO KILL IT. 


(The New Orleans Medical and Surgical Jour- 
nal has this to say as to the successful destruc- 
tion of a Medical Society; we reproduce it here 
s “good stuff’’.—Ed.) 


Don’t go to the meetings. 
If you go, go late. 

; If the weather doesn’t 
think of going. 

4. If you do attend a meeting, find fault 
with the work of the others and members. 

5. Never accept office as it is easier to criti- 
cize than to do things. 

6. Get sore if you are not appointed on 
committees, but if you are, do not attend 
committee meetings. 

7. If asked by the chairman to give your 
opinion on some matter, tell him you have 
nothing to say. After the meeting tell every- 
one how things should be done. 

8. Do nothing more than absolutely nec- 
essary, but when members use their ability 
to help matters along, howl that the insti- 
tution is run by a clique. 

9. Hold back your dues, or don’t pay at all. 

10. Don’t bother about getting new mem- 
bers—“let George do it.” 


suit you, don’t 
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The Journal of the Michigan State Medi- 
eal Society also suggests. “Don’t go to your 
Parish Meetings if— 

1. You know everything already. 

2. If you are impervious to new ideas when 
presented by others. 

3. If you have reached the acme of ex- 
cellence and efficiency. 

4. If your ability cannot be improved. 

5. If you can’t see any benefit in discuss- 
ing the other fellow’s suggestion. 

6. If you are too miserly to contribute some 
of your time to organized, co-operative effort. 

7. If you have no use for your fellowman. 
On the other hand if you want to be a part 
and an active supporter of your society— 
then go to every meeting.” 





Editorial Notes—Personal and General 











DR. DAVID ARMSTRONG, Durant, has been 
appointed County Physician of Bryan County. 


DR. C. R. MORRISON, Red Oak, is spending 
the winter at Samoa, California. 


DR. R. A. BROWN, Prague, has been appoint- 
ed to tke charge of the Odd Fellows Home at 
Checotah, and will assume his duties about Feb- 
ruary 1. 


DR. C. E. BATES, Sulphur, for two years medi- 
cal officer at the Soldiers Tubercular Sanatarium, 
has resigned to accept a position as tuberculosis 
expert with the U. S. V. B. at Oklahoma City. 


PUSHMATAHA COUNTY MEDICAL SOCIETY 
newly elected officers for 1925 are: Dr. H. C. 
Johnson, Antlers, president; Dr. J. A. Burnett, 
Crum Creek, secretary. 


TILLMAN COUNTY MEDICAL SOCIETY have 
elected the following officers for 1925: Dr. J. E. Ar- 
rington, president, and Dr. James D. Osborn, Jr., 
secretary-treasurer, both of Frederick. 


ADAIR COUNTY MEDICAL SOCIETY officers 
for 1925: Dr. I. W. Rogers, Watts, president; Dr. 
R. M. Church, Stilwell, vice-president; Dr. Joseph 
A. Patton, Stilwell, secretary-treasurer. 


MURRAY COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1925: Dr. » 2 
Wharton, Sulphur, president; Dr. 

Davis, vice-president, and Dr. Howson C. Bailey, 
Sulphur, secretary. 


NOWATA COUNTY MEDICAL SOCIETY met 
in regular session in December and decided to 
hold over the same officers for 1925; they are: 
Dr. J. P. Sudderth, president, and Dr. J. R. Col- 
lins, secretary, both of Nowata. 


PAYNE COUNTY MEDICAL SOCIETY officers 
for 1925 are: Dr. Thom. A. Love, Ripley, presi- 
dent; Dr. W. N. Davidson, Cushing, vice-presi- 
dent; Dr. J. Walter Hough, Cushing, secretary- 
treasurer; Dr. J. A. Martin, Cushing, delegate. 


DR. JESSE M. HARRIS, Kiowa, has removed 
to Wilburton. 


DR. G. W. GRAVES, Hitchita, has removed to 
Brownfield, Texas. 


DR. GUY CLARK, Durant, has recently remov- 
ed ot Wapanucka. 


DR. C. G. SPEARS, Altus, has been visiting 
in Mississippi for the past few weeks. 


DR. E. F. STEPHENS, Foss, 
Norman. 


has removed to 


DR. T. J. DODSON, Picher, 
Norman, where he is taking up 
x-ray and electrotherapy. 


DR. J. E. COCHRAN, Byars, has removed to 
Wynnewood, and is in practice there with Dr. H. P. 
Wilson. 


FELLOWSHIP application blanks for the AMA 
are available at the JOURNAL office for those 
who desire them. 


DR. J. C. WOLL, Tonkawa, had brand new 
Ford coupe stolen January 5, from the street, 
where he had it parked. 


DR. GEORGE BORECKY, Oklahoma City, has 
been appointed to replace Dr. George Hunter in 
the Oklahoma City Health Department, Dr. Hunt- 
er resigning to become County health director. 


DR. McLAIN ROGERS, Clinton, has purchased 
the Clinton City Hospital, after the question as 
to whether or not the city would sell it had been 
decided in favor of selling, at a general election. 


TULSA COUNTY MEDICAL SOCIETY met Jan- 
uary 12 at Tulsa, in the Municipal Auditorium, 
with the following program: “Nutrition of Infants”, 
by Dr. C. E. Bradley, Tulsa. 


OFUSKEE COUNTY MEDICAL SOCIETY has 
retained its 1924 officers for 1925; they are: Dr. 
C. M. Bloss, Okemah, president, and Dr. R. Keyes, 
Okemah, secretary-treasurer. 


McCURTAIN COUNTY MEDICAL SOCIETY 
elected: Dr. R. D. Williams, Idabel, president, and 
Dr. R. H. Sherrill, Broken Bow, secretary-treas- 
urer. 


has removed to 
the treatment of 


Dr. E. S. LAIN, president of the Oklahoma 
State Medical Association, gave a clinic and lan- 
tern slide lecture in a meeting with the Payne 
County Medical Society January 7. 


LINCOLN COUNTY MEDICAL SOCIETY of- 
ficers for 1925: Dr. U. E. Nickell, Davenport, 
president, and Dr. C. M. Morgan, Chandler, sec- 
retary. 


OSAGE COUNTY MEDICAL SOCIETY officers 
for 1925: Dr. E. N. Lipe, Fairfax, president; Dr. 
W. H. Aaron, Pawhuska, vice-president, and Dr. 
Leonard C. Williams, Pawhuska, re-elected sec- 
retary-treasurer. 


CANADIAN COUNTY MEDICAL SOCIETY of- 
ficers for 1925: Dr. C. A. Pearce, Calumet, presi- 
dent; Dr. W. J. Muzzy, vice-president; Dr. J. T. 
Riley, secretary-treasurer, and Dr. T. M. Aderhald, 
delegate, all of El Reno. 
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CREEK COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1925: Dr. W. P. 
Longmire, Sapulpa, president; Dr. E. W. King, 
Bristow, vice-president, and Dr. J. B. Lampton, 
Sapulpa, secretary-treasurer. 


JACKSON COUNTY MEDICAL SOCIETY elect- 
ed new officers for 1925 as follows: Dr. E. A. 
Abernathy, president; Dr. C. G. Spears, vice- 
president, and Dr. W. P. Rudell, secretary-treas- 
urer, all of Atlus. 


COMANCHE COUNTY MEDICAL SOCIETY of- 
ficers for the year 1925: Dr. E. Brent Mitchell, 
president; Dr. L. C. Knee, vice-president; Dr. 

. S. Barber, secretary-treasurer, and Drs. L. 
T. Gooch, Thomas P. Lutner, and C. P. Hues, cen- 
sors, all of Lawton. 


BECKHAM COUNTY MEDICAL SOCIETY 
met January 13 at Erick and elected as officers for 
1925: Dr. V. C. Tisdal, Elk City, president; Dr. 
W. D. Oliver, Erick, secretary-treasurer, Drs. J. 
D. Warford, Erick, Dewitt Stone, Sayre, and A. 
A. Huntly, Elk City, censors. 


CUSHING MEDICAL SOCIETY conducted its 
annual election with Dr. H. C. Manning as presi- 
dent; Dr. J. E. Adams as vice-president, and Dr. 
J. Walter Hough, secretary. The members were 
given a demonstration of x-ray films on recent ac- 
cidents in the community. 


ST.. JOHN’S HOSPITAL, Tulsa, a million dol- 
lar project, is being completed, and part of it 
romises to be ready for the next annual meet- 
ing of the Oklahoma State Medical Association 
at Tulsa, May 5, 6, and 7, 1925. 


BRYAN COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1925: Dr. H. B. Fus- 
ton, Bokchito, president; Dr. J. R. Keller, Calera, 
vice-president; Dr. John A. Haynie, Durant, re- 
elected secretary-treasurer; Drs. A. S. Hagood, 
and R. E. Sawyer, Durant, censors; Drs. James 
L. Shuler and John A. Haynie, Durant, delegates. 


McLAIN COUNTY MEDICAL SOCIETY elect- 
ed the following members as officers for 1925: 
Dr. I. N. Kolb, Blanchard, president; Dr. J. W. 
West, Purcell, vice-president; Dr. O. O. Dawson, 
Wayne, secretary-treasurer; Dr. W. C. McCurdy, 
Purcell, delegate, and Dr. W. B. Slover, Blan- 
chard, alternate. 


STEPHENS COUNTY MEDICAL SOCIETY had 
a very interesting meeting the last day of 1924, 
electing the following officers for 1925: Dr. W. S. 
Ivy, president; Dr. B. H. Burnett, vice-president; 
Dr. J. W. Nieweg, re-elected secretary-treasurer; 
Dr. J. P. Bartley, delegate; Dr. J. O. Wharton, 
alternate, and Dr. H. C. Frie, censor, all of Dun- 
can. 


CUSTER COUNTY MEDICAL SOCIETY met in 
annual meeting in December at Clinton and the 
following officers were elected for the year 1925: 
Dr. J. Matt Gordon, Weatherford, president; Dr. 
A. J. Jeter, Clinton, vice-president; Dr. J. J. 
Williams, Weatherford, secretary-treasurer; Dr. 
McLain Rogers, Clinton, censor; Dr. C. H. Mc- 
Burney, Clinton, delegate, and Dr. Ellis Lamb, 
Clinton, and Dr. J. Matt Gordon, alternates. 


LEFLORE COUNTY MEDICAL SOCIETY met 
December 14 and elected the following officers for 
1925: Dr. G. R. Booth, Leflore, president; Dr. 
A. C. Hunt, Bokoshe, vice-presidnet, and Dr. Earl 
Woodson, Poteau, secretary-treasurer. 


KAY COUNTY MEDICAL SOCIETY elected of- 
ficers for 1925 as follows: Dr. L. C. Vance, presi- 
dent; Dr. G. H. Nieman, vice-president, and Dr. 
J. C. Wagner, secretary-treasurer, all of Ponca 
City; Drs. C. L. Blanks, Ponca City, A. R. Havens, 
and W. M. Leslie, Blackwell, censors. 


CLEVELAND COUNTY MEDICAL SOCIETY 
elected the following new officers for 1925: Dr. 
J. L. Day, president; Dr. G. W. Wiley, vice-presi- 
dent; Dr. B. H. Cooley, secretary-treasurer; Dr. 
C. S. Bobo, delegate; and Drs. Steen, Mayfield 
and Williams, censors, all of Norman. 


LOGAN COUNTY MEDICAL SOCIETY met 
January 6 and the following officers were elect- 
ed for the year 1925: Dr. William C. Miller, presi- 
dent; Dr. Dan Gray, vice-president; Dr. E. O. 
Barker, secretary-treasurer, and Dr. Miller, dele- 
gate; all of Guthrie. 


MARSHALL COUNTY MEDICAL SOCIETY met 
in Madill in December, and selected the following 
officers for 1925: Dr. T. A. Blaylock, Madill, pres- 
ident; Dr. P. F. Robinson, Madill, vice-president, 
and Dr. W. D. Haynie, Kingston, secretary-treas- 
urer. 


ROGERS COUNTY MEDICAL SOCIETY of- 
ficers for 1925 are: Dr. A. M. Arnold, Claremore, 
president; Dr. J. C. Smith, Catoosa, vice-presi- 
treasurer; Drs. W. F. Hays, J. C. Bushyhead, and 
W. P. Mills, all of Claremore, censors. 


McINTOSH COUNTY MEDICAL SOCIETY 
elected the following officers for 1925: Dr. N. P. 
Lee, Checotah, president; Dr. F. L. Smith, Fame, 
vice-president; Dr. W. A. Tolleson, Eufaula, sec- 
retary-treasurer; Dr. G. W. West, Eufaula, dele- 
gate, and Dr. Tolleson, alternate. 


CADDO COUNTY MEDICAL SOCIETY held its 
2ist annual meeting at Anadarko in December 
and elected the following officers for 1925: Dr. 
F. W. Rogers, Carnegie, president; Dr. E. L. 
Inman, Apache, vice-president; and Dr. Charles 
R. Hume, Anadarko, re-elected secretary-treas- 
urer. 


GRADY COUNTY MEDICAL SOCIETY’S new 
officers for 1925 are: Dr. W. H. Livermore, Chic- 
kasha, president; Dr. G. M. McVey, Verden, Ist 
vice-president; Dr. W. H. Cook, Chickasha, 2nd 
vice-president; Dr. A. B. Leeds, Chickasha, sec- 
retary-treasurer; and Drs. Martha Bledsoe and 
W. H. Cook, Chickasha, delegates. 


GARVIN COUNTY MEDICAL SOCIETY elected 
the following officers for 1925: Dr. W. P. Green- 
ing, Pauls Valley, president; Dr. H. P. Markham, 
Pauls Valley, vice-president; Dr. J. W. Stevens, 
Pauls Valley, secretary-treasurer; Dr. 

Lindsay, Elmore City, delegate, and Dr. C. 
Pratt, Lindsay, alternate; Drs. C. L. Sulivan, EI- 
more City, W. P. Greening, and E. H. Lain, Lind- 
say, constitute the Board of Censors. 
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AMERICAN COLLEGE OF SURGEONS, Ar- 
kansas-Oklahoma-Missouri-Kansas_ Section, will 
meet at Little Rock, Ark., at the Marion Hotel, 
on February 10 and 11, 1925, with clinics and 
clinical addresses at the various hospitals on the 
mornings of both days; a Hospital conference; a 
meeting of the Fellows of the American College 
of Surgeons on the 10th; a community health 
meeting on the evening of the 10th; and a scien- 
tific meeting on the afternoon of the 1Ith. The 
Credentials Committee, of which Dr. F. B. Fite, 
Muskoge, is a member, will meet there on Feb- 
ruary 10th, to pass on candidates for Fellowship. 


WASHINGTON COUNTY MEDICAL SOCIETY 
1925 officers are: Dr. O. I. Green, Bartlesville, 
president; Dr. J. D. Kiser, Bartlesville, vice-presi- 
dent; Dr. J. V. Athey, Bartlesville, secretary; Dr. 
W. E. Rammel, Bartlesville, treasurer; Drs. L. 
D. Hudson, Dewey, and J. G. Smith, Bartlesville, 
delegates, and Drs. G. V. Dorsheimer, Dewey, W 
H. Kingman, Bartlesville, and B. F. Staver, Bar- 
tlesville, censors. 


HUGHES COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1925: Dr. W. B. 
Bentley, Calvin, president; Dr. P. E. Mitchel, We- 
tumka, vice-president; Dr. D. Y. McCary, Holden- 
ville, secretary-treasurer; Drs. J. F. Musser, Cal- 
vin, C. A. Hicks, Wetumka, and J. D. | Hol- 
denville, censors. Drs. J. H. Kay and D. Mc- 
Cary, program committee; and Drs. W. 3. Bent- 
ley and D. Y. McCary, delegates. 


CUSHING MEDICAL SOCIETY is_ having 
another term of grief with one or two 
of the insurance carriers on acount of profession- 
al fees. The Cushing men passed resolutions 
urging all its members and men in the state to 
“keep the faith” and not continue fee cutting, 
nor to start it if going straight already. They 
further urge a general tightening up on collec- 
—. the latter also for the common good of 
all. 


WOODWARD COUNTY MEDICAL SOCIETY 
met in December at Woodward, with a pre-natal 
clinic under the auspices of the Woodward County 
Health Center, Miss Coade, superintendent, con- 
ducted by Dr. W. W. Wells, Oklahoma City, and il- 
lustrated lecture on “Spinal Fluid in Health and 
Disease” by Dr. L. Skoog, Kansas City. The follow- 
ing officers were elected for 1925: Dr. J. C. Ross, 
Woodward, president; Dr. F. L. Patterson, Wood- 
ward, vice-president; Dr. C. W. Tedrove, Wood- 
ward, re-elected secretary-treasurer; Drs. =. on 
Triplett, Mooreland, J. L. Patterson, Woodward, 
and C. E. Williams, Woodward, censors; Drs. J. L 
Patterson and C. E. Williams, delegates. 





THE OKLAHOMA HOSPITAL ASSOCIATION 
held its annual meeting at Tulsa, December 9, 
1924, and elected’ the following new officers for 
1925: Dr. Fred S. Clinton, Tulsa, president; Dr. 
McLain Rogers, Clinton, first vice-president; Dr. 
A Risser, Blackwell, second vice-president; 
Paul H. Fesler, Superintendent University Hos- 
pital, Oklahoma City, secretary-treasurer. The 
next meeting will be held in Tulsa, May 1925. Dr. 
Clinton addressed the meeting on the organiza- 
tion and development of hospitals in the United 
States, and the meeting adopted a resolution ask- 
ing amendment of the Workmens Compensation 
and Insurance laws of Oklahoma. 


POTTAWATOMIE COUNTY MEDICAL SOCIE- 
TY met January 7 in regular annual meeting at 
Shawnee, with surgical and medical clinics dur- 


ing the day at the Shawnee City Hos ital, and 
a banquet and evening session at the City Club, 
with a program: “Pasteur”, oration by Dr. Le- 
Roy Long, Oklahoma City, and an adress, “Leaves 
From a Doctor’s Diary” by Dr. R. J. Crabill, Phar- 
oah, followed by the installation of the new of- 
ficers for 1925, who are: Dr. T. C. Sanders, Shaw- 
nee, president; Dr. William M. Gallaher, Shaw- 
nee, secretary-treasurer; Drs. J. E. Hughes, Shaw- 
nee, H. G. Campbell, and J. L. Fortson, Tecumseh, 
vice-presidents. Dr. Carl Puckett, State Health 
Commissioner, also adressed the meeting. 


THE AMERICAN LARYNGOLOGICAL, RHIN- 
OLOGICAL AND OTOLOCICAL SOCIETY has 
completed arrangements for its 1925 convention 
which it will hold at The Ambassador, Atlantic 
City, N. J.. May 22-25. The American Proctologic 
Society and the Association for the study of 
ternal Secretion will also meet at that hotel di- 
rectly following the L. R. and O. 

From advance reservations already received, of- 
ficers of the three societies believe that the at- 
tendance will be the largest in the history of 
the organization. 


CARTER COUNTY MEDICAL SOCIETY held 
its opening meeting of the year at Wilson, with 
a banquet given by the Wilson doctors, and elect- 
ed the following members to office: Dr. T. W. 
Dowdy, Wilson, president; Dr. F. W. Boadway, 
Ardmore, vice-president; Dr. S. DePorte, Ard- 
more, re-elected secretary-treasurer; Drs. J. L. Cox, 
Ardmore, and C. A. Johnson, Wilson, delegates; 
Drs. S. DePorte and W. G. Langworthy, Wilson, al- 
ternates; Dr. Walter M. Johnson, Ardmore, censor. 
The following papers were presented for the eve- 
ning: “Hand Infection”, Dr. Walter Hardy, Ard- 
more; “Preventive Medicine”, Dr. O. J. Gee, Ard- 
more, and “Pyelonephritis and its New Treat- 
ment”, Dr. S. DePorte, Ardmore. 


THE COMMITTEE ON PUBLIC POLICY AND 
INSTRUCTION OF THE PUBLIC is preparing 
to complete its plans for the year in the following 
manner. 

Sometime between now and the Annual Meet- 
ing in May every County Society is to arrange 
an Open Meeting to which the general public 
is to be invited. At this meeting will be read 
the lecture that has been prepared by the Com- 
mittee along the lines of Dr. Morris Fishbein’s 
public address on “The Progress of Medical Sci- 
ence”. This is written in very plain terms so that 
those who have not studied medicine can easily 
understand it. 

The Secretary of each County Society is asked 
to get in touch with the members of the Commit- 
tee nearest him, at once, and arrange the details 
of this public meeting. The Councilors of the 
several Districts are requested to assist their Coun- 
ty Societies in putting on this program. 

These meetings should be our biggest effort to 
“sell” regular medicine to our community. If 
the public understood what the medical profes- 
sion is doing they would not be so easily misled 
by the various cults and health fads that are 
springing up from time to one 
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DOCTOR WILLIAM EDWARD DICKEN 


After suffering for more than seven years, 
Dr. W. E. Dicken, F. A. C. S., Oklahoma City, 
died at Monrovia, California, where he had 
gone in hopes of improvement nearly two 
years ago, on December 29, 1924. Dr. Dic- 
ken was stricken with the flu in 1919, which 
later developed into asthma and bright’s dis- 
ease, from which he died. 


Dr. Dicken was born in 1872 and was a 
graduate of the College of Physicians and 
Surgeons, St. Louis, in 1901. He occupied 
the chair of Gynecology at Epworth Univer- 
sity, was Superintendent of the City Board 
of Health, local surgeon for the M. K. & 
T. R. R., and physician and surgeon of the 
Baptists Orphans Home. He was the chief 
surgeon of the Oklahoma State Bapist Hos- 
pital, which he built in 1916. Dr. Dicken was 
a member of his county and state organiza- 
tions, and a Fellow of the AMA. He leaves 
his widow, and a host of friends and col- 
leagues to mourn his loss. 








DOCTOR JOHN POWELL MILLER 


Born January 19, 1851, and graduated from 
Vanderbilt University in 1884. Practiced at 
Cheyenne for 30 years, and died at Erick, 
January 20, 1925, of acute nephritis follow- 
ing influenza, aged 72 years. Dr. Miller 
was interred at Norman, Oklahoma, January 
22, 1925. He was one of the outstanding 
members of his profession, and his death 
is sincerely regretted by his many friends 
and associates. He was a member of his 
county and state societies and of the AMA. 








OBSTETRICS and PEDIATRICS 
Edited by Carroll M. Pounders, M. D. 








532 Liberty National Building, Oklahoma City 





BOW-LEGS AND RICKETS—Current Comment, 
A. M. A. January 3, 1925. 


In the past, bow-legs has been looked upon, 
almost universally, as a result of rickets. The 
investigation of Barenberg and Bloomberg show 
that this view is erroneous. They used the most 
accurate means at our disposal for checking up 
these cases—viz, roentgenologic examinations, of 
‘the epiphyses and measuring the inorganic phos- 
phate content of the blood. They found definite 
bowing of the legs in infants in whom rickets could 
be excluded both clinically and by these exam- 
inations. They also found that bowing was not 
due in such a large measure directly to the child’s 
standing early or being overweight. Syphilis did 
not appear to be an important factor in causing 
either bowing of the legs or craniotabes. 





WHY ARE CHILDREN BAD—Health News and 
Views, Hygeia, December, 1924. 


Delinquent children are usually under par physi- 
cally. This is shown by a study made in New 


York of 743 children brought before the Chil- 
dren’s court. Examination of these children in- 
dicated that the physical condition of delinquent 
children in general is much inferior to that of 
ordinary school children. 

Seventy-nine per cent. of the children before 
the court had physical defects, while only 35 
per cent. of public school children living in the 
same districts and of the same ages and national- 
ities had defects. The chief difference between 
the two groups so far as physical conditions were 
concerned seemed to be in nutrition and glandular 
disturbances. 


THERAPEUTIC FETISHISM IN PEDIATRICS.— 
John A. Foote, Washington, D. C. 


Dr. Foote attacks the practice of prescribing 
useless medicines and remedies in pediatrics. The 
error usually consists of (1) the use of inert or 
useless medicines: (2) the use of Obsolete or 
undesirable preparations of an otherwise acceptable 
remedy; or (3) the employment of a remedy of 
limited therapeutic application in another field 
where it can be of no value. There are probably 
very few physicians who are not guilty of at 
least one of the offences which he condemns here. 
Chief among these are the following: Prescrib- 
ing the disagreeable tasting, corrosive iron pre- 
parations that are very injurious to the teeth— 
such as the tincture or syrup of ferrous iodide 
—when the more palatable and less harmful pre- 
parations are just as effective—as the citrate of 
iron and ammonia. Prescribing calomel in the 
belief that it stimulates the flow of bile. Castor 
oil as a routine laxative is condemned because 
of its drastic and irritating qualities. The naus- 
eating expectorants—such as ipecac and the salts 
of ammonia—that act only in a reflex manner—are 
refuted. The primary stimulants of bronchial and 
tracheal secretions are large coses o/ iodides. A 
warning is given against the admin‘stration of 
opiates and cough sedatives in premature and 
rachitic infants! The antidiarrheals and intestinal 
antiseptics—such as bismuth and salol come in 
for their share of criticism. They are proven 
to be ineffective. Quinine should not be given to 
children with respiratory infections. It is not 
a good general antiseptic and increases the dan- 
ger of otitis media. The diagnosis of acidosis in 
vomiting children is made too often—and bicar- 
bonate of soda administered. Among other things 
mentioned are: Bulgarian bacillus therapy, the 
pluriglandular therapy and the use of mixed stock 
vaccines to prevent colds. Even the Bordet—Gen- 
gou bacillus vaccine as used in the treatment of 
whooping cough is thought to act only as a non- 
specific protein. 





EYE, EAR, NOSE and THROAT 
Edited by Jas. C. Braswell, M. D. 
726 Mayo Bldg., Tulsa 


INJURY OF THE LARNYX INDUCED BY X-RAY 
TREATMENT.—Strandberg, O. J. Laryngol. & 
Otol., 1924, 437. 











The author reports the case of a patient who 
was given x-ray treatment for lymphoma in front 
of the nect and became hoarse. Eight months af- 
ter the last x-ray treatment he complained of pain 
in throat and dyspnoea. The cause was believed 
to be tuberculosis of the larynx, but on examination 
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no evidence of tuberculosis could be found. His- 
tological examination of several pieces of the mu- 
cous membrane of the larynx showed no tuber- 
culosis or cancer but revealed changes due to the 
x-rays. 

Injuries to the larynx caused by the x-ray vary 
in character. The early reaction may appear in 
from one to three days after treatment. The 
true x-ray reaction of the larynx appears from 
ten to twenty days after the beginning of the ra- 
diation. The oedema may be serious but as a 
rule disappears in from ten to fourteen days. The 
late reaction of the larynx may be considered very 
serious. It is not possible to say exactly how 
long after one or several irridations the third re- 
action may appear. The late reaction will be 
found in the muscle, perichondium, and glands, 
whereas the early reaction appears in the skin and 
subcutaneous tissue. The late reaction may not 
be preceded by other reactions. 





THE EFFECT OF TONSILLECTOMY ON THE 
GENERAL HEALTH OF 1,200 CHILDREN AS 
COMPARED WITH AN EQUAL NUMBER NOT 
OPERATED UPON.—Kaiser, A. D. J. Am. Ass., 
1924, 33. 


Kaiser’s conclusions from a comparison of 1,200 
children subjected to tonsil and adenoid operations 
and 1,200 who were not operated upon, may be 
summarized as follows: 

1. Striking improvement in the child’s general 
health following the removal of tonsils and ade- 
noids is not observed unless the cases are se- 
lected. 

2. Tonsillectomy offers relief from sore throat, 
head colds and mouth breathing. 

3. It lessens the chance of a discharge from the 
ear and its complications. 

4. It assures some protection against glandular 
infections but it does not assure the immediate dis- 
appearence of the enlargement of the cervical 
glands. 

5. It does not influence favorably or unfavor- 
ably infections of the larynx, bronchi or lungs. 

6. It does not prevent scarlet fever or measles 
but it may influence the severity of these infec- 
tions. 

7. It seems to lessen the incidence of diphtheria. 

8. It does not influence the incidence of chorea 
or rheumatism. | 

9. It decreases the incidence of heart disease. 

10. It definitely reduces malnutrition. 





THE NATURE AND PATH OF INFECTION IN 
THE TONSILS.—Howarth, W. G. and Gloyne, 
S. R. J. Laryngol. & Otol., 1924, XXxix, 429. 
The first series of cases was examined solely 

from the point of view of tuberculous infection 

while in the second a study of the secondary and 
pyogenic infections was made. 

In all patients between three and fifteen years of 
age a bacterial infection was present, but many of 
the organisms were not pathogenic to mice. In 
about half of the cases in children with enlarged 
and unhealthy tonsils bacteria which were patho- 
genic to mice were found in some portion of the 
tonsil. The organism found most frequently was 
the streptococcus. 

It appears that the infecting bacteria penetrate 
the stratified epithelium into the diffuse lymphoid 
tissue immediately beneath and thence along the 


trabecule to the capsule where they pass into 
the larger lymph vessels of the pharyngeal wall 
which drain into the deep cervical glands. 

Tuberculous infection of the tonsil is not very 
common. According to the author’s observation 
it occurs in about five per cent of the cases. In 
the majority the enlargement of the tonsils is 
due to saprophytic bacteria, pathogenic bacteria, 
and septic absorption from these infected tonsils 
causes adenitis. The most marked cases are 
those due to pyogenic streptococci. At a later 
stage, a tonsil already heavily charged with patho- 
genic and saprophytic -bacteria may become in- 
fected with the tubercle bacillus. Probably the 
entire process is slow and insidious and the in- 
fecting tubercle bacilli are few. 

As the infection progresses from the tonsil 
toward the cervical glands, the correct primary 
surgical procedure appears to be removal of the 
tonsil rather than the cervical glands. This is 
borne out by the fact that when the infected tonsils 
are satisfactorily enucleated the enlargements of 
the affected glands tends to disappear. 


THE TREATMENT OF CARCINOMA OF THE 
CONJUNCTIVA WITH RADIUM.—Johnson, F. 
M. Am. J. Ophth., 1924, 3s, vii, 589. 


The usual treatment of carcioma of the con- 
junctiva has been excision with local cauterization, 
enucleation or exenteration. The author reports 
seven cases treated by unfiltered radiation which 
seem to prove that this method is preferable to 
surgical removal as the latter may spread the 
disease. Four cases had been operated upon and 
had developed a recurrence. After radiation there 
was only one recurrence near the site of the 
original tumor. In one case the eye was remov- 
ed elsewhere before the completion of the treat- 
ment and a recurrence developed in the soft tis- 
sue of the orbit. 





BACTERIOLOGY and PATHOLOGY 


Edited by Wm. H. Bailey, A.B., M.D. 
Wesley Hospital, Oklahoma City 











“SURGICAL PATHOLOGY OF THE URINARY 
TRACT IN INFANTS”,—Drs. Bughee and Woll- 
stein, New York, Journal of A. M. A., Decem- 
ber 13th, 1924, Vol. 83, No. 24. 

The authors have made their deductions on a re- 
view of 4903 necropsy. The data thus obtained adds 
much to the information that it is now possible 
to secure in the study of the urinary tract in 
infants made possible through small caliber cy- 
stoscopes, x-ray, pyelograms and kidney func- 
tional tests. The review pays particular emphasis 
to the incident of malformations of the urinary 
tract, the relations of such anomalies to the gen- 
eral pathology and symptoms that had been pre- 
sented and the bearing of such conditions on in- 
fant mortality. 

The pathological anomalies found were, single 
kidney, fused kidney, renal displacement, redun- 
dance of pyramids and papillae, rudimentary kid- 
ney, congenital polycystic kidneys, horseshoe kid- 
neys, nephrolithiasis pyonephrosis and hydrone- 
phorsis. 

The authors state that while duplication of the 
ureter and kidney are the most frequent anomaly 
found in adults and anomalies causing hydrone- 
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phrosis and pyonephrosis have been more rare, 
the opposite is true in children. Such mal-forma- 
tions often result fatally in the early weeks 
or months of life. 

Renal calculi were found in 13 infants under 
1 year and one child was only 11 days old. The 
author’s supposition is that calculi may form in 
the fetus and that faulty metabolism and the pres- 
ence of infection in the mother may be the under- 
lying cause. 

Valve formation of the mucous membrane was 
found to be the cause of obstruction to the outflow 
of urine, followed by hydronephrosis in the largest 
number of cases. Hypertrophy of the verumon- 
tanum was the next most frequent. 

The frequency of the occurence of other mal- 
formations as atresia of the vagina, status thy- 
molymphaticus, spina bifida, double clubfoot, car- 
diac malformations as patent foramen ovale, es- 
ophageal stenosis, imperforate anus, inguinal her- 
nia, exstrophy of the bladder, epi and hypo-spadus 
etc., are called attention to by the authors. 

They summarize their observations by stating 
that it is their belief that all infants, regardless 
of age, that present indefinite abdominal tumors, 
obscure abdominal colics, a disturbance of urinary 
function, hematuria, persistant pyuria, or contin- 
ued symptoms of pyelitis should be given a thor- 
ough investigation of the urinary tract. 





THE DIAGNOSIS OF CANCER.—By Dr. James 
Ewing, New York, Journal of A. M. A., January 
3, 1925. 





The author states that on acount of the vast 
field of benign and malignant tumors recognized 
today we should no longer be content with the 
simple report carcinoma or sarcoma. We should 
require to know the exact type of the tumor pres- 
ent, what degree of malignancy it shows and what 
its life history may be expected to be. We must 
form a complete clinical diagnosis and not rest 
merely on the histological report. He stresses the 
importance of the surgeons’, as well as the patho- 
logists’, ability to recognize malignant tissue by 
gross examination. The author recognizes the val- 
ue of quick frozen sections at the time of opera- 
ation but also emphsizes the limitation of this 
method. He states that this method tends to dis- 
courage the careful gross examination of the 
tumor. He discusses the value in diagnosis to be 
gained from X-ray photography and the diag- 
nostic aids from radiation therapy. His conclu- 
sions are that the function of the laboratory in 
tumor diagnosis cannot be gained entirely by the 
microscope, but must include data to be gained 
from all available sources and their estimation 
with the object of obtaining a complete clinical 
diagnosis and further of determining as far as 
possible the stage of the disease and its progno- 
sis. 








TUBERCULOSIS 


Edited by L. J. Moorman, M. D. 
611 1st Nat’l. Bank Bldg., Oklahoma City 


THE PREVENTION AND TREATMENT OF DI- 
GESTIVE DISORDERS IN TUBERCULOUS 
PATIENTS.—John L. Kantor., The American Re- 
view of Tuberculosis. July, 1924. 

















_ The well known connection between malnutri- 
tion and tuberculosis has been demonstrated again 





by the inhabitants of central Europe during and 
since the war. Malnutrition requires more study 
and calls for careful treatment regardless of its 
cause. 

Every malnutrition patient having, suspected of 
having or who is exposed to tuberculosis should 
have a thoro gastrointestinal survey and appro- 
priate treatment. The anorexia of tuberculosis 
need not be a serious obstacle in the rational fat- 
tening of these patients. A small amount of ex- 
tra food carefully supervised and actually taken 
by the patient will often result in a steady gain 
in weight. A well balanced, attractive, varied 
diet carefully prepared and well served is abso- 
lutely necessary. Physical activity must be careful- 
ly regulated by the physician. Smoking and un- 
necessary medication by mouth are to be avoided. 
Appropriate hydrotherapy and physical therapy 
are useful in many cases. 

All digestive disorders in tuberculous patients 
especially constipation and diarrhea should receive 
prompt treatment, not only to make the patient 
more comfortable and to help in recovery from 
the pulmonary condition, but to avoid secondary 
infection in the digestive tract. 





THE PNEUMOPERITINEUM TREATMENT OF 
TUBERCULOUS ENTERCOLITIS WITH OXY- 
GEN.—R. L. Laney., The American Review of 
Tuberculosis., July, 1924. 


The patient, suffering from fever, rapid pulse, 
cough with profuse expectoration, anorexia, and 
diarrhea with abdominal pain was, after careful 
consideration, given an intraperitoneal injection of 
oxygen with hopes of relieving the pain and diar- 
rhea. 

The skin was painted with idoine, skin and 
all the tissues anesthetized with 0.5% novocain 
and the injection made near McBurney’s point. 
The oxygen was injected until the patient com- 
plained of much pain and fullness. The fever 
ceased to rise at once, and soon dropt to 99.6, ap- 
petite returned and the stools become normal. 
Cough and expectoration also improved. He was 
given a second injection with excellent results. 

An artificial pneumo-thorax should be used in 
this treatment in order to measure the amount 
of gas given and to determine the intraperiton- 
eal pressure before and after treatment. Although 
it is probably not a curative agent in tuberculous 
enterocolitis, it is a simple, safe method of giv- 
ing the patient relief from many troublesome 
symptoms. It must be given much more study 
before any definite conclusions can be reached. 





TUBERCULOSIS OF THE PANCREAS.—S. L. 
Van Valzah., The American Review of Tuber- 
culosis., July, 1924. 





Formation of tubercles in the gland substance 
of the pancreas is very rare having been found 
only once in over 200 autopsies on tuberculous 
subjects at the Fitzsimmons General Hospital, 
Denver, and being barely mentioned in litera- 
ture. While a toxic sclerosis of the gland is com- 
mon, it is not diagnostic of tuberculosis. The dis- 
ease dose not produce symptoms until late in its 
course when they are mainly those of pancreatic 
insuffiency. Pain is a prominent feature. There 
is no known cure. 

The comparative freedom of the pancreas from 
tuberculous infection and the possibility of its 
aiding in overcaming tuberculosis in other parts 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 46 





of the body is an interesting point. This re- 
lative immunity is apparently due to some in- 
herent quality, either the pancreatic juice or some 
other substance produced by its cells. 





AN ATTEMPT TO CLASSIFY BY MEANS OF 
THE X-RAY CASES OF SUSPECTED AND 
DEFINITE PULMONARY TUBERCULOSIS 
SHOWING LESS THAN A DEFINITE PAR- 
ENCHYMATOUS X-RAY LESION.—Fred H. 
Heise and Homer L. Sampson., The American 
Review of Tuberculocis., July, 1924. 


A study of the X-ray plates of cases giving a 
history of previous hemoptysis, pleuritic effusion, 
or positive sputum but with no definite lesion as 
shown by the X-ray was made to ascertain if any 
help could be had from a more careful study of 
such plates in the diagnosis of this type of case. 

A small number of cases were selected from 
the following groups: (1) non-tuberculous, (2) 
those giving a history of hemophysis,(3) those 
with a history of pleuritic effusion, (4) those with 
a previous positive sputum report, (5) those with 
a combination of two or more of these findings. 

These plates were then mixed and re-classified 
into the following groups: (1) those showing 
nothing but increased density or enlargement of 
the root shadows, (2) those showing a few or fair- 
ly numerous isolated tubercles, (3) those showing 
a definite heading along the trunks, (4) those 
showing definite pleuritic changes, and (5) those 
showing indefinite but probable parenchymatous 
changes. The incidence of a history of hemo- 
tysis, pleurisy, positive sputum and rales was 
found for each group. 

It was found that as the x-ray findings ap- 
proach the parenchymatous type, the criteria of 
a positive diagnosis are found more frequently. 
The prognosis may be considered good in those 
cases having a history of hemoptysis, pleuritic 
effusion, positive sputum or rales but not show- 
ing a definite tuberculous parenchymatous x-ray 
esion. 





THE VALUE OF TRUDEAU SANATORIUM’S 
FIVE DIAGNOSTIC CRITERIA OF PULMON- 
ARY TUBERCULOSIS IN NEGATIVE DIAG- 
NOSIS.—Lawrence Brown and Fred H. Heise. 
The American Review of Tuberculosis., July, 
1924. 


A study was made of 264 patients admitted to 
the sanatorium who were diagnosed as nontu- 
berculous and followed up for from 1 to 7 years. 
Since it is so very difficult at times to determine 
the presence or absence of tuberculosis and since 
the patients must be protected physically as well 
as socially, the greatest care and repeated ob- 
servation and examinations are necessary in mak- 
ing a diagnosis. It is dangerous to accept a neg- 
ative diagnosis over long periods of time with- 
out re-examination since clinical tuberculosis may 
develop at any time. However, a patient who 
fails to react to repeated doses of 10 mgn. of old 
tuberculin rarely, if ever develops active clinical 
pulmonary tuberculosis. When the 5 following 
diagnostic criteria are absent a negative diagnosis 
may be made safely. ((1) history of a hemopty- 
sis of a dram or over, (2) a history of a pleuritic 
effusion, (3) persistent moderately coarse rales 
in the upper half of the chest, (4) a definite par- 
enchymatous X-ray lesion in the upper half of 
the chest, and (5) tubercle bacilli in the sput- 
um. 


THE SURGICAL TREATMENT OF PULMONARY 
TUBERCULOSIS BY THORACOPLASTIC COL- 
LAPSE.—Adrian V. S. Lambert and James Alex- 
ander Miller.. The American Review of Tuber- 
culosis, September, 1924. 


Thoracoplastic collapse is of great value and 
significance in the treatment of pulmonary tu- 
berculosis since it not only restores about 50‘ of 
the judiciously selected patients to a fair degree 
of health and some economic usefulness, but by 
freeing these patients of sputum renders a most 
important service to public health. 

Close co-operation between physician and sur- 
geon and utmost care in the selection of cases 
for operation are the most important factors in 
the sucess of this treatment. 

The authors record their experience with 20 
cases and give a close analysis of their 6 fatal 
cases. They conclude that the operative mortal- 
ity may be reduced by the use of more skill in 
the selection of cases and by improved operative 
technique. They advocate performing the opera- 
tion in two stages as a rule, resecting the upper 
ribs in the first stage since the power to cough 
and thus remove expectoration from collapsed ca- 
vities is preserved in this way. 





EXTRAPLEURAL THORACOPLASTY IN THE 
TREATMENT OF PULMONARY TUBERCULO- 
SIS.—William H. Thearle., The American Re- 
view of Tuberculosis., September, 1924. 


Thoracoplasty when first advocated by Simon, 
Heineche, Eastlander, and Schede, consisted of 
liberating restricted adhesions with a view to clos- 
ing old tuberculous empyema cavities. Quincke 
and Spengler next attempted the collapse of tuber- 
culous cavities by resection of part of the upper 
ribs. Neither of these procedures was successful. 
Brauer and Saurbruch developed what is now 
known as extrapleural thoracoplasty. Friedrich 
Brauer’s surgical associate, performed an exten- 
sive operation of this description in 1907. Their 
method, attended by a very high mortality and 
many alarming sequellae, was developed and 
standardized by Sauerbruch in whose hands it is 
very successful. 

The operation whose aim is to compress the 
lung and place it at physiological rest consists 
of a subpericostal resection of various lengths 
of the first or second to the tenth or eleventh 
ribs posteriorly. The work is always started over 
the lower lobe and is preferably performed in 
one stage, although two may be necessary de- 
pending on the condition of the patient. Since the 
ribs of the upper part of the thorax are less flex- 
ible than the lower ones and since cavitation oc- 
curs more frequently in the upper lobes or apices 
it is often necesasry to secure collapse here by 
transplanting autogenous fat. The author consid- 
ers Tuffier’s apicolysis operation the best 
this purpose. 

Unilateral involvement, or a slight or arrest- 
ed involevment of the other lung and failure of 
artificial pneumothorax are indications for thora- 
coplasty. The advice and help of a lung spec- 
ialist are always absolutely necessary. It is con- 
traindicated where no attempt at artificial pneu- 
mothorax has been made, when the other lung is 
too extensively involved, in miliary tuberculosis, 
tuberculous peritonitis, amyloid visceral changes 
and in the presence of nephritis or any other ser- 
ious disease. 

The author follows Sauerbruch’s operative pro- 


for 
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cedure with a few modifications. The postop- 
erative period is very critical. The patients 
strength must be conserved in every way while 
shock, pain, cough and other conditions are com- 
bated in the usual way. Aspiration pneumonia, 
activation or aggravation of disease in the other 
lung, cardiac failure, pulmonary hemorrhage, 
wound sepis, nephritis, and amyloid disease are 
the usual complications to be guarded against. 
This operation should be done under a local an- 
esthetic alone since the use of a general anes- 
thetis not only increases the risk of aspiration 
but by inhibibiting the cough reflex prevents the 
patient from expeling the suptum expressed from 
the collapsed cavities. 

The results obtained by the author in his ser- 
ies of 13 cases were practically the same as 
those obtained by Sauerbruch and others. Two or 
16°* died from the operation, 2, both of whom 
were in a poor condition before the operation, 
were unimproved, 6 were markedly improved, 1 
slightly improved and 2 were classified as prac- 
tical cures. He considers the operation a great 
advance in the treatment of pulmonary tuber- 
culosis and feels that it should be done in all 
cases where it is indicated at a much earlier per- 
iod of the disease, since advanced diseases nec- 
essarily increases operative mortality. 








ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M. D. 
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1. COMPOUND FRACTURES. 

THE CONSERVATIVE TREATMENT OF THE 
BONE INJURY IN COMPOUND FRACTURES. 
—Walter G. Stern, Journal A.M.A., Dec. 13, 
1924. Vol. 33. 


Operative intervention in closed fractures is at 
all times a hazardous and difficult undertaking. 
Three factors which are introduced when the frac- 
ture is compound are: (1) injury to soft parts, 
(2) introduction of infection, (3) the extensive 
interference with the circulation. 

He practices the avoidance of all operative 
measures on the bones and does just as little 
manipulation as posible, but splints and immobil- 
izes the fracture acurately and waits for per- 
iod of possible infection to pass. 

Too much suturing, and handling of soft parts 
will cause the damaged tissues to break down. He 
does not believe in cutting off or removing frag- 
ments of bones and says the practice of “debride- 
ment” causes more infections than it prevents. 
He says that one should remove as little tissue 
as posible and always remember that the worst 
looking most thoroughly crushed tissues may still 
be viable. 

His technic is as follows: Prepare as for ma- 
jor operation using gloves and mask. The pre- 
viously shaved limb is thoroughly cleansed with 
ether on a sterile sponge held with a sponge hold- 
er. The parts are draped with sterile sheets 
and the skin painted with 7.5 per cent. iodine 
followed by alcohol. With a small sterile sponge 
on a hemostat, tincture of iodine is car- 


ried to all parts of the wound and the excess 
of iodine removed with 
ends of the bones 
in the same manner 
hole in the skin is 
with scissors. 


alcohol. The protruding 
ere also thoroughly cleansed 
nd gently reduced. If the 
‘oo tight it may be opened 





As little disturbance as possible should be al- 
lowed afterwards. 





2. A FRACTURE CLINIC.—Isadore Cohn, Arch. 
of Surg., Vol. 10, No. 1, Page 163, Jan. 1925. 


He first mentions three cases of minor injuries 
which were diagnosed sprains, one being a frac- 
ture of the tarsal scaphoid, another, fracture of 
the astragalus and another slight fracture of the 
internal condyle of the femur. He states that 
the x-ray is the only positive way of identifying 
these injuries, and yet in each of these cases cer- 
tain views in the X-rav did not show the small 
fragment and he mentions the importance of per- 
sistence of X-ray examination if fracture is sus- 
picioned. 

He treats fracture of the surgical neck of the 
humerus by abduction and external rotation and 
although he thinks that the Thomas splint or so 
called aeroplane splint are efficient he uses a 
light shoulder cap of plaser and abduction trian- 
gle under the arm. He begins movement at the 
end of the second week. In fracture of the ulna 
the epiphysis must not be mistaken for a frac- 
ture or a fracture mistaken for epiphysis. Re- 
duction of the deformity of the upper third of 
the ulna is essential. If this is not accomplished 
the ulna acts as a pendulum swaying away from 
the mid-line stretching the internal lateral liga- 
ment thus diminishing: the carrying angle. The 
brachialis anticus causes flexion of the upper frag- 
ment and diminishes the articular range with the 
humerus thus limiting flexion. Fractures of the 
upper third of the ulna had best be treated by 
hyperflexion of the elbow. In fractures of the ra- 
dius near the wrist if the relationship of the 
styloids are not restored there will be a perman- 
ent limitation of flexion at the wrist. Normal 
function at the wrist is dependent on the main- 
tenance of the normal axis of the radius. Change 
in this axis alters the articular surface relation- 
ship with the carpalscaphoid and semilunar. In 
turn they act as a wedge thus limiting flexion. 
Anesthesia should be given in all cases and after 
the reduction plaster moulded splints are ap- 
plied to the palmar and dorsal aspect of the fore- 
arm. The normal line, which he calls Skinner’s 
line through the shaft of the radius is a plane 
passed through the middle of the long axis of the 
shaft of the radius. Intersection of this plane 
at right angles by a plane passed through the 
tip of the styloid of the ulna if reduction has 
been complete finds more than one haif of the 
base of the radius below it. 

He treats fracture of the neck of the femur 
by the Whitman abduction method, placing them 
in a plaster cast and does not permit weight 
bearing for several months. In fracture of the 
shaft of the femur he believes that conservative 
non-operative treatment will give equally as good 
results as any other method when proper at- 
tention is given to details. A proper traction ta- 
ble must be at hand, also a portable x-ray is 
almost essential. The cast should not be left 
on longer than three or four weeks. The knee 
is then moved and massaged. At the end of six 
or eight weeks the casts are removed and a non 
weight bearing brace which has a leather mould- 
ed jacket for the thigh is worn by the patient. 

The brace must be worn seyen or eight months. 
If reduction cannot be accomplished by traction, 
continuous skeletal traction is indicated and tongs 
of the Edmonton type are the best because it 
permits early movement of knee and ankle. 








